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The NC Department of Health and Human Services (NCDHHS) is pleased to present the 2003–

2007 State Aging Services Plan, as required by NCGS 143B-181.1A and the federal Older Ameri-
cans Act. This Plan serves as an update to the 1999–2003 Plan, which provided an extensive review
of trends and issues relevant to today’s seniors and aging baby boomers. Available on the web site of
the NC Division of Aging (NCDOA), the 1999–2003 Plan remains a useful reference document.

North Carolina can be proud of what has been accomplished to benefit seniors and their families
since 1999. Included among the achievements are the extension of Medicaid coverage to include
persons age 65 and older with incomes below 100 percent of the poverty level, effective start-up of
the Family Caregiver Support Program, and most recently, implementation of NC Senior Care to
provide prescription drug assistance to seniors with low incomes and certain chronic conditions.
Prescription drug assistance for seniors is a priority on Governor Easley’s One North Carolina
Agenda. We must assure that North Carolina stays on course to further improve the quality of life of
our seniors and their families in the next four years.

The 2003–2007 Plan is organized into five main chapters corresponding with what are commonly
considered the essential dimensions of well-being for older adults, namely health, wealth, and social
engagement. Chapter 1 provides background about the demographic impact of aging on North
Carolina. The next two chapters examine the importance of healthy aging and review long-term care
in North Carolina as it pertains to older adults and their family caregivers. These two chapters ad-
dress for seniors and their families two priorities of my administration, that is, the seemingly intrac-
table challenge of health disparities and the important and complicated issues of long-term care
reform. Chapter 4 focuses on economic security, and Chapter 5 considers some major programs and
services that help seniors remain actively engaged in their communities. Three appendices list the
agendas of the major statewide advocacy groups for older adults, directions and activities of
NCDHHS divisions and other agencies of state government that will affect the lives of older North
Carolinians, and the state’s 17 Area Agencies on Aging.

This new plan is available on the NCDOA’s website (http://www.dhhs.state.nc.us/aging/home.htm)
with links to additional information. The website also includes statistical and other supporting docu-
mentation that further define the issues facing today’s seniors and aging baby boomers.

While the authorizing state and federal legislation require the NCDOA to develop this plan, the
division has sought wide input from other state agencies and has invited participation from consum-
ers, service providers, and educators. I wish to thank the many individuals and groups that contrib-
uted information and ideas to this plan, which will guide our work as North Carolina responds to the
challenges and opportunities of an aging society. It is an especially important plan, both because of
the aging of our population and because of our state’s current economic difficulties. Reflecting these
circumstances, the plan considers not only what government can and should do, but also the respon-
sibilities of individuals, families, and communities.

Our collective goal is to meet the challenges of an aging society by drawing upon the talents and
resources of active seniors, enhancing services for vulnerable seniors, valuing diversity while ad-
dressing disparity, being responsible stewards of resources, and helping baby boomers prepare for
their future. I hope you will join us in supporting the plan’s priorities for healthy aging, long-term care,
economic security, and the development of senior-friendly communities.

Carmen Hooker Odom
Secretary
North Carolina Department of Health and Human Services

http://www.dhhs.state.nc.us/aging/home.htm
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Charting the course for North Carolina’s current and future older population

Plan. The decrease was caused by the relatively
small number of people born during the Great
Depression and World War II who are now
reaching their mid- to late 60s.

The growth of the older population in the
twenty-first century in North Carolina, the
nation, and the world is of a very different kind.
As the large baby boom cohorts approach
retirement age (the first boomers will be 60 in
2006), projections for the first decade of the
twenty-first century show a dramatic shift.
Figure 2 shows the change in North Carolina’s
age composition from 1970 to 2000, and the
greater projected changes in 2030.

In 83 of the state’s 100 counties, the rate of
increase among its citizens age 65 and older
(22 percent) is expected to exceed the growth of
the total population (18 percent) between 2000
and 2010 (see Figure 3). In many counties, the
expected discrepancy is even more dramatic.
Onslow County, which has historically been kept
young by its large population of military personnel
and their dependents will show the greatest
increase in older population, with that group

North Carolina stands only a few years away
from a significant demographic transition. The
time to plan and prepare for an aging society is
growing short. The number of seniors in North
Carolina continued to grow rapidly in the decade
from 1990 to 2000, as it did throughout the
twentieth century. Figure 1 shows the growth in
the number of people age 65 and older from the
beginning of the twentieth century to 2030. Most
of this growth reflects general population growth
and greater longevity in North Carolina and the
nation as a whole.

NC ranks tenth among states in the number
of persons age 65 and older and eleventh in the
size of the entire population (US Administration
on Aging 2002). However, NC ranked thirty-sixth
among states in the percentage of the popula-
tion that is 65 or older. In this regard, North
Carolina is still a relatively young state.

In 2000 there were 969,048 people age 65
and older living in North Carolina, making up 12
percent of the state’s residents. This represents
a slight, temporary decline in the percentage of
older adults since the 1999–2003 Aging Services
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expected to grow 35 percent while the general
population grows 5 percent.

As Figure 3 shows, the quickly aging coun-
ties are most concentrated, though not exclu-
sively found, along the coast and in the moun-
tains, where two forces may be at work to create
an older population. First, these areas draw
retirees because of the tendency of people to
retire to areas where they have enjoyed vaca-
tioning. Second, the traditional economies of
these areas do not provide enough jobs, so
many of the working-age people migrate out of
the county to more urban areas.

Meanwhile, some counties are actually
growing younger. For example, in Hoke County

the total population is growing 11 percentage
points faster than the older population (37
percent compared to 26 percent for the 65+).
Counties like Hoke that are growing younger are
for the most part ones that especially attract
younger workers and their families. Counties
with urban areas attract more skilled and profes-
sional workers, and the coastal plains attract
young Latinos with jobs in agriculture. Many of
the coastal plains counties also have relatively
large rural African American and/or American
Indian populations that have slightly higher birth
rates than their White or urban counterparts.

By 2020 the population 65 and older will
have grown 71 percent from the 2000 baseline,

Figure 2. The Aging of North Carolina’s Population, 1970 to 2030
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compared to 36 percent for the general popula-
tion, and by 2030, it will have grown 129 per-
cent, compared to 55 percent for the total popu-
lation. Thus, by 2030, when the youngest of the
baby boomers are 65, the state should have in
excess of 2.2 million persons at least age 65,
representing 17.8 percent of the total population.

Figures 4 and 5 show the proportion of the
population age 65 and older in each county in
the 2000 census and in the state projections for

The average for NC will be 17.8%.

The range will be from 10.3% to 36.4%

12% or less
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Figure 5. Percent of Population Age 65+ in North Carolina, April 2030
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Figure 4. Percent of Population Age 65+ in North Carolina, April 2000

2030. By using the same percentage groupings
in both years, we illustrate the dramatic aging of
the counties. However, seeing so many counties
turn the same color (indicating more than 16
percent of the population is 65+) may create a
mistaken impression of homogeneity. There
remains a wide range of projections among
those “most aged” counties from 16.2 percent
(Greene) to 36.4 percent (Clay).
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Table 1. North Carolina’s Profile
in Comparison to the US

NC US

Total Population (all ages) in 2000a 8,049,313 281,421,906

Percent of Population 65+ a 12.0 12.4

Percent of Population 85+ a 1.3 1.5

Percent of persons 65+ who are women a 59.8 58.9

Percent of persons 65+ who are
African American a 15.9 8.3

Percent of persons 65+ who are Latinoa 0.6 4.7

Life Expectancy at birthb 75.6 76.9

Life Expectancy at 60 (additional years)b 20.8 21.6

Percent of population 65+ in the civilian
labor force a 14.4 13.3

Percent of population 65+ employed a 13.2 12.5

Percent of population 65+ with less than
a high school diploma a 41.6 34.5

Median household income for
households with heads age 65 to 74a $28,521 $31,368

Median household income for
households with heads age 75+ a $19,307 $22,259

Percent 65+ below poverty a 13.2 9.9

Percent 65+ 100 to 149% of poverty a 12.2 10.8

Percent 65+ 150 to 199% of poverty a 11.0 10.7

Percent rural farm (total population) a 1.0 1.1

Percent rural nonfarm (total population) a 38.8 19.9

aUS Census Bureau 2002, Summary File 3 (SF3).
bNCDPH 2002, Healthy life expectancy in North Carolina, 1996–
2000.

��������������������	��
�����������������������
As Table 1 shows, in most respects NC is at a
mild disadvantage compared to the US as a
whole. While a slightly smaller percentage of
North Carolina’s population is older, those who
are over 65 in North Carolina have a lower life
expectancy, higher rate of poverty, and lower
average education and income than their na-
tional counterparts.

����������	���
��
��	�

There is no magic age at which people become
old. For many federal purposes, age 65 became
the definition of entry into older adult status
because of the original Social Security retire-
ment age. The Older Americans Act (OAA), on
the other hand, sets eligibility at age 60, and

many agencies and organizations that use OAA
funds keep figures for those 60 and older.
Because of differing practices among sources of
information, statistics throughout this document
vary in reporting age groupings for older adults.

In addition to the variability in defining when a
person becomes an older adult, factors such as
health, employment, and marital status vary
significantly among age groups within the large
60+ or 65+ categories. For this reason, this plan
often incorporates information about narrower
age subgroups (e.g., 60 to 64, 65 to 69). How-
ever, there is great variation in the availability of
data for such subgroups. Where data are taken
from several sources, it is not always possible to
match information for comparable groups. This
document is consistent to the degree that the
content and these varying data sources permit.

������������
In this first decade of the twenty-first century, the
2003–2007 NC Aging Services Plan proposes
that North Carolina accommodate and respond
to the aging of its population, communities, and
institutions by focusing on five major themes:

1. Drawing upon the talents and resources of
active seniors

2. Enhancing services for vulnerable older
adults

3. Valuing diversity while addressing disparity

4. Being responsible stewards by maximizing
formal and informal resources

5. Assisting baby boomers and younger gen-
erations to prepare well for their future.

������
�	��������������

������
�	���
�����������
�����

One of the most important legacies of the
twentieth century was the extension of life
expectancies. In 1900, a 20-year-old had only a
50 percent chance of surviving to age 65 and,
having made it that far, had those same odds of
living 11.7 years more (Institute for Research on
Women and Gender [IRWG] 2002). Today, in
North Carolina the average 20-year-old has a 50
percent chance of living to be almost 77 years
old (76.8), while a 65-year-old has the same
odds of living 17.1 more years (NCDPH 2002).
However, North Carolina still has a somewhat
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lower life expectancy than the US as a whole
(see Table 1).

Not only are older adults living longer, but
they are also living better. For example, the
disability rates among older adults have been
steadily declining (Cutler 2001). The health
status of today’s older adults has been favorably
compared to that of their younger counterparts
decades earlier (Manton and Gu 2001). Even
the widely accepted notion of age-related cogni-
tive decline has been challenged (Schaie 1990).
Thus, it is not surprising to find that 60 percent of
seniors age 80 and older continue to live indepen-
dently in the community (Crimmins et al. 1999).

Today, many older adults are putting their
time, talent, and experience to work. The Na-
tional Council on the Aging (NCOA) has ob-
served that retirement is not “an event” but a
process, as work and retirement are no longer
mutually exclusive. According to their survey,
23 percent of adults age 65 and older consider
themselves both retired and working, and 19
percent are not retired at all (NCOA 2002). In
North Carolina, over 14 percent of people age
65 and older are in the labor force. This total
includes over 24 percent ages 65 to 69, over 15
percent ages 70 to 74, and more than 7 percent
of those 75 and older (US Bureau of Census
2002, SF3, Table PCT35).

Work for pay is not the only economic contri-
bution of older adults— they make substantial
contributions to the community as volunteers,
family caregivers, and community and family
leaders. These contributions are discussed in
greater detail in the chapters on economic
security and senior-friendly communities.

The 2003–2007 NC Aging Services Plan
acknowledges the social and economic value
that older adults bring to the community and
supports strengthening policies and pro-
grams designed to promote wellness among
seniors, enabling them to continue their
active participation in family and community
affairs.

��������
�
������
������	���������
�����

While many seniors are healthy, engaged, and
living in comfortable circumstances, others face
declining health, poverty, and social isolation. It is
impossible to calculate the exact number strug-

gling with issues of health, wealth, and social
engagement, but some data illustrate the magni-
tude and intensity of the need:

� For 2005, an estimated 143,800 community-
dwelling persons age 65 and older will have
at least one limitation in activities of daily
living (i.e., eating, bathing, dressing, moving
around, or using the toilet on their own),
according to the NC Long-term Care Plan
(NC Institute of Medicine 2001). In the 2000
Census, 298,213 (30.8 percent) of people
age 65 and older in the community reported
some level of physical disability, while 121,874
(12.6 percent) had a mental disability (US
Census Bureau 2002, SF3, Table P41).

� In SFY 2000–2001, 6,491, or 71 percent, of
North Carolina’s adult protective services
cases involved people age 60 and older
(NCDSS 2002).

� In 2000, 41.6 percent of adults age 65 or
older did not have a high school diploma (US
Census Bureau 2002, SF3, Table PCT25).

� As of 1999, over 337,000 persons age 65
and older lived in or near poverty (US Cen-
sus Bureau 2002, SF3, Table PCT35).

The 2003–2007 NC Aging Services Plan
acknowledges that it takes the efforts of the
public and private sectors, including formal
and informal resources, to identify and
address the needs of older adults and their
families who struggle daily with health and
long-term care needs, social isolation,
impoverishment, and other fears and stress-
ful realities.

���	��
������
���
�����������
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Seniors vary greatly in their health, wealth, and
social engagement. While no person is guaran-
teed a high quality of life in later years, many
seniors are predictably at higher risk of hardship
because of history and circumstance. North
Carolina is rich in diversity, but its citizens are at
risk because of the disparity that exists among
all populations, including seniors. Some impor-
tant differences within North Carolina’s senior
population relate to race/ethnicity, gender,
marital status, and rurality. The prospect of a
healthy and secure retirement is greatly dimin-
ished when individuals are members of certain
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groups characterized by one or more of these
demographic indicators, as summarized below.

Race/ethnicity. Ethnic diversity enriches our
culture and gives us a variety of perspectives,
new models for problem solving, and deeper
insights into our own values and priorities.
However, because some groups have been
historically deprived of opportunity or now face the
challenges of life in a new culture, ethnic diversity
may translate into health and economic disparity.

The older adult population in North Carolina is
ethnically diverse, but not as much so as the
younger population. For example, among chil-
dren in the state, over a quarter are African
American, nearly 6 percent are Latino, 1.5 percent
are American Indian, and nearly 7 percent are of
Asian, Pacific Islander, other, or mixed ethnicity.
However among those 85 and older, 16.6 percent
are African American, and each of the other groups
make up less than 1 percent.

The ethnic differences among age groups
reflect both in-migration of young Latino and
Asian families and the discrepancies in health
and economic status between non-Hispanic
White residents and African American and
American Indian residents. Compared to the
United States as a whole, North Carolina’s older
adults include a larger African American popula-
tion and a smaller Latino one (see Table 1).

Counties differ dramatically in their ethnic
composition, as in many other ways. For ex-
ample, among adults age 60 and older in
Cumberland County, 2.3 percent are of Latino
origin, while in seven counties— Camden,
Caswell, Chowan, Gates, Graham, Mitchell, and
Swain— there were no Hispanic elders reported
in the 2000 Census. Similarly, in Bertie, Hertford,
and Northampton counties, more than half of
adults age 60 and older are of African American
heritage, while in Clay and Graham counties
there are no African Americans reported in that
age group. Reflecting historical residential
patterns, there are 20 counties with no American
Indian seniors, while more than 27 percent of
the Robeson County population over 60 and 14
percent of the Swain County population in that
age group claim American Indian ethnicity.

Nationally, statistics for African American and
other older adults who are minority group mem-
bers show both a higher poverty rate, 22.3

percent (US Census Bureau 2001), and a lower
life expectancy, 71.8 years (CDC 2001) when
compared with the White population (8.3 percent
and 76.9 years). The life expectancy at birth
among minority men (primarily African Ameri-
can) in North Carolina is 68.0 years compared to
79.6 years for White women (NCDPH 2002).
Similar concerns also exist for other minority
groups such as Latinos, American Indians, and
some groups of Asians, where issues of race/
ethnicity and health are closely entwined with the
socioeconomic challenges facing these groups.

Gender. Nearly 60 percent of North Carolinians
age 65 and older are women. This is about
1 percentage point higher than in the US as a
whole (see Table 1). The higher rate of poverty
among older women remains a primary issue
today. Several major factors contribute to their
diminished economic circumstances. During
their working years, women continue to lag
behind men in earnings and benefits (e.g., the
median earnings by female workers employed
full-time was $24,978 or 77 percent of men’s
earnings in 2000 in North Carolina according to
the US Census Bureau [2001]). One explanation
of the lower earnings by women is their intermit-
tent work history due to their role as the primary
family caregiver of children and parents. Further-
more, by virtue of living an average of six years
longer than men, women are more likely to
decrease their financial security by financing the
uninsured medical and long-term care expenses
incurred by ill husbands. Because of these and
other factors, women age 75 and older are twice
as likely to be poor as men the same age, and
African American women age 75 and older are
six times as likely to be poor as White men the
same age (IRWG 2002).

Marital status. Being unmarried (widowed,
divorced, separated, or never married) increases
a woman’s vulnerability to poverty (Weitz and
Estes 2001). According to the Social Security
Administration (1998), 50 percent of unmarried
women rely on Social Security for 80 percent of
their income, and 25 percent rely on Social
Security as their sole source of income. At the
same time, women are at much greater risk than
men of being unmarried. Table 2 shows the
percentage of older women and men who are
unmarried— never married, widowed, or di-
vorced. As the table shows, after ages 60 to 64,
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women are more than twice as likely to be
unmarried as men in their age group. Thus, their
chances of remarrying are drastically reduced.

Table 2. Percent Not Married* by Gender and
Age for Older Adults in NC, 2000

Age Groups
60–64 65–74 75–84 85+ Total 60+

Women 33.1 45.4 65.8 76.5 51.3
Men 17.9 18.7 25.2 39.4 21.0

*Not married does not include those who are still married but
separated.

Rurality. Nearly half of North Carolina’s seniors
live in rural areas. While these areas vary
greatly in their character and resources, the
State of the South 2000 report (MDC 2002)
summarizes the difficulties many of them face
as their populations age. For example, during
the 1990s, high-poverty rural counties lost
thousands of young people and working-age
adults to the South’s growing cities. (Many
communities count high school graduates as
their biggest export.) Left behind are place-
bound people lacking education and skills
sought by employers— high school dropouts,
single mothers, and older adults— as well as
people with deep roots who simply do not want
to leave. They and their communities face a long
list of challenges— isolation by distance, lagging
infrastructure, sparse resources that cannot
adequately support education and other public
services, racial and ethnic divisions, and weak
economic competitiveness.

These statistics about ethnicity, gender, and
rurality are important to the extent to which they
raise questions and concerns that will help guide
our future development of effective policies and
programs that address the disparities that exist
across the life course. North Carolina must
address disparities among all North Carolinians.

In endorsing the Governor’s concept of One
North Carolina, the 2003–2007 NC Aging
Services Plan acknowledges that North
Carolina should take pride in and build upon
its diversity, but not allow this diversity to
translate into disparity that threatens the well-
being of seniors and their families.
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When the 1999–2003 Plan was being finalized,
North Carolina’s fiscal picture looked much rosier
than it does today. In fact, the 1998 session of
the NC General Assembly (GA) increased
funding for aging programs, including an expan-
sion of Medicaid to cover older and disabled
adults up to 100 percent of the poverty level.
However, recovery from Hurricane Floyd in the
fall of 1999 started a downward economic spiral.
The 2000 legislative session marked the first
time in eight years that the state’s revenues
came in lower than forecast, resulting in a bud-
get shortfall of $135.3 million, which grew to $1.6
billion by 2002.

While one can hope for an improved situa-
tion, the state’s budget will likely be constrained
for the next few years. In this environment, it is
difficult to imagine any major new state-funded
initiatives that would directly benefit seniors. The
introduction of North Carolina Senior Care as a
source of prescription drug assistance for se-
niors was only possible because of the funds
made available from the Health and Wellness
Trust Fund Commission through the tobacco
settlement.

This fiscal reality requires careful steward-
ship of available public resources and outreach
to all sectors to assist in addressing the needs of
vulnerable seniors and their families. In setting
priorities and launching initiatives, the voices of
consumers and their advocates must continue to
be heard. Some of the major organizations and
bodies representing the interests of North
Carolina’s seniors include the Senior Tar Heel
Legislature, the Governor’s Advisory Council on
Aging, the Study Commission on Aging, and the
Coalition on Aging, which includes the AARP
and many trade and consumer organizations
(see Appendix A for the priorities of advocates).

Faced with today’s fiscal austerity and
tomorrow’s demographic imperatives, the
2003–2007 NC Aging Services Plan acknowl-
edges that the important issues of an aging
society require both public and private
responses and individual and community
actions and that all of the aging initiatives
must be relevant, efficient, and well inte-
grated into the state’s agenda for the future.
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Aging of the baby boom generation (including
those born between 1946 and 1964) is adding a
new dimension to the concerns of societal aging
in North Carolina and the nation. After becoming
eligible for services under the Older Americans
Act in 2006 at age 60, the first waves of the
baby boomers can start drawing Social Security
benefits at a reduced rate in 2008. According to
AARP (2001), 60 percent of workers today take
Social Security benefits at age 62, making this
the most common retirement age in the US. By
2011, at age 65, the oldest baby boomers will
become eligible for full Social Security as well as
Medicare. By 2030, 2.2 million North Carolin-
ians, including many baby boomers, are ex-
pected to have reached age 65 and older. This
figure represents 17.8 percent of the nearly 11
million North Carolinians projected for that year
(NC State Data Center 2002).

These projections suggest the far-reaching
implications of the aging baby boom generation
for the state’s capacity to provide health and
long-term care services while protecting the
economic security of older adults.

The 2003–2007 NC Aging Services Plan
acknowledges that North Carolina’s future
success will depend largely on how well its
baby boomers are prepared for their senior
years and how accepting and prepared all
communities are to the changes brought on
by this large population group.
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Promoting optimal physical, mental, and social well-being and function among older adults
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� NC Health Objectives for the Year 2010 established measurable targets for improving the health of

seniors.

� NC Department of Health and Human Services (NCDHHS) selected health disparities as a major
issue and priority for action.

� NC Healthy Aging Network was funded as one of seven in the nation to strengthen collaboration
between public health and aging.

� The new NC Senior Care Program includes $9 million over 3 years to help educate and counsel
seniors in medication management.

� NCDHHS secured federal and private grants for cardiovascular health, diabetes, cancer, nutrition,
physical activity, and healthy aging.

� The NC End of Life Care Coalition was formed in 1999, and the NC General Assembly established
a new online Advance Health Care Directives Registry in 2001.

� Governor Easley proclaimed September 2002 as Healthy Aging Month.

������������&��������������
� Healthy aging requires a commitment from individuals, government, and society.

� Additional and flexible funding is needed to advance healthy aging collaboration effectively.

� The health of seniors and aging baby boomers varies greatly by race, class, and other factors.

� With a rapidly aging population, improving access to dental care, mental health care, and medica-
tion management will become increasingly important.

� While quality of life and costs of care are important reasons for advance planning, many individuals
and families resist accessing services to assist with end-of-life care.

The scope of health policies and programs for
older adults has broadened dramatically in the
past decade. In their influential book Successful
Aging, Rowe and Kahn (1998) advanced the
notion that the absence of disease or disability
constitutes an important, but not sufficient, basis
for aging well. Their view has gained wide accep-
tance and support, resulting in further adapta-
tions of their model. The framework for this
chapter is drawn from all of these efforts and
addresses three key factors associated with
aging well: (1) preventing chronic disease and
injury, (2) optimizing mental and physical func-
tion, and (3) engaging with life. Additionally, a
discussion on strengthening the aging-health
collaboration for optimizing health promotion is

presented to clarify North Carolina’s direction for
promoting healthy aging.

The NC Division of Aging (NCDOA) con-
vened an advisory group in June 2002 to discuss
health issues facing older North Carolinians and
to set priorities for the future. Based on the
advisory group’s recommendation, the definition
of healthy aging developed by the Prevention
Research Center Healthy Aging Research
Network (funded by the Centers for Disease
Control [CDC]; PRC 2002) was adopted with
modifications, to guide North Carolina’s health
policies and programs affecting older adults:

Healthy aging is the development and
maintenance of optimal physical, mental,
and social well-being and function in older
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adults. Individuals, government, and
communities share responsibilities in

promoting and maintaining attitudes and
behaviors known to advance and preserve
health and well-being among older adults by

providing or using health and other
appropriate services effectively to prevent

or minimize the impact of acute and chronic
disease on function.

As the definition implies, healthy aging re-
quires a lifelong commitment from individuals for
healthy life-style practices, as well as support
from government and society in general for a
safe and healthy environment and an effective
service system.
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North Carolina is very much a part of the world-
wide longevity revolution. According to the latest
estimate from the NC State Center for Health
Statistics (NCSCHS 2002), babies born today in
North Carolina are expected to live, on average,
to the age of 75.6 years. This is an impressive
gain compared to the average life expectancy of
49.2 years in the United States a century earlier
(Federal Interagency Forum on Health-Related
Statistics 2001).

While increased longevity suggests improve-
ments in health and health care, the quality of life
of these added years remains a major concern
today. The CDC (1999a) estimated that about 80
percent of all adults age 65 and older have at
least one chronic condition, and 50 percent have
two or more. In North Carolina, this would mean
an estimated 775,000 older adults have one
chronic condition, and 482,000 have at least two.
Nevertheless, according to a recent report based
on an annual telephone survey,
71 percent of older North Carolinians between 65
and 69 say that their health status is good, as do
55 percent of those who are 80 or older
(NCSCHS 2002). The gap between estimates of
morbidity and older adults’ self-perceptions
illustrates how older adults adapt to living with
chronic conditions. However, it may also reflect a
common misconception that pains and aches
are part of aging and therefore unavoidable.

Today, the conventional approach of viewing
older adults as a single population age 65 and

older (largely based on the eligibility criterion for
Social Security and Medicare) is changing. The
variability in risk of health problems for different
age groups is illustrated in the age-related
increase of people with Alzheimer’s disease. At
age 65, only about 1 percent of the population
has this disease. However, the prevalence
doubles every 5 years thereafter to 47 percent
among adults age 85 and older (CDC 1999a).
For this reason, a new publication on older
adults’ health in North Carolina, Health Profile of
Older North Carolinians, presents health data in
four separate age categories: 50 to 64, 65 to 74,
75 to 84, and 85+ (NCDPH and NCDOA).

An increasing number of health programs today
also pay closer attention to subgroups within the
population, because some subgroups are at
substantially higher risk for certain chronic condi-
tions. For example, higher death rates from heart
disease and stroke have been reported among
African Americans and other racial minorities
(NCDPH 2002a). Similarly, the prevalence of
diabetes among Native Americans has been
reported to be four times as high as the national
average (NCDPH 2001a). The Eastern Band of
Cherokee Indians participates in the CDC-funded
Racial and Ethnic Approaches to Community
Health (REACH) project to reduce diabetes among
its members. Because of their relatively recent
arrival in North Carolina, there is very limited health
data on the older Latino population.

Women’s health has also received more
attention. For example, the Wisewoman project
(NCDPH 2002b) is designed to reduce cardio-
vascular disease in women by providing preven-
tive measures to women ages 40 to 64 with low
incomes through health screening, life-style
intervention, and referral services.

Vietnam-era veterans also warrant special
attention because they are the older adults of the
near future. The Veterans Administration (VA
2001) cites the aging of 8.4 million Vietnam-era
veterans (between 45 and 59 years old in 2002)
nationwide as a major challenge to the system in
coming years. Of the 772,000 veterans living in
North Carolina, almost 260,000, or 34 percent,
are Vietnam-era veterans, and another 320,000,
or 42 percent, are age 60 and older. Combined,
the VA faces the need to expand its aging ser-
vices to over 580,000 veterans in North Carolina.
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While chronic diseases are among the most
prevalent and costly, they are also among the
most preventable of all health problems (CDC
1999a). In recent decades especially, scientists
have become increasingly capable of distin-
guishing the natural aging process from the
manifestation of illnesses that are common in old
age (Rowe and Kahn 1998). Accordingly, an
increasing emphasis has been placed on ex-
tending healthy years later in life through disease
prevention, health promotion, educational activi-
ties, and other arenas of support.

In 2001, the NC Governor’s Task Force for
Healthy Carolinians developed NC Health Objec-
tives for the Year 2010 to address the health
needs of the state’s 8 million citizens. The list
includes many objectives relevant to healthy
aging and is consistent with the federal policy of
setting national health goals for each decade.
The report identified chronic disease as a major
concern, and the task force set specific goals to
reduce their prevalence, increase prevention
activities, and promote healthy life-styles. The
major chronic diseases they identified include
the following.

Cardiovascular disease includes heart dis-
ease, the leading cause of death among older
adults both nationwide and in North Carolina, and
stroke, third on the list (NCSCHS 2001). Cardio-
vascular disease accounted for over 40 percent
of deaths among older North Carolinians in 2000.
In particular, the coastal plains region of North
Carolina, labeled by some as the Buckle of the
Stroke Belt (CDC 2002a), has the fourth highest
stroke death rate in the nation (CDC 2001).

Cancer is the second leading cause of death
among older adults in North Carolina (SCHS
2001). Incidence rates increase dramatically with
age (NCDPH 2002c), which means that North
Carolina will see significantly increasing cancer
morbidity and mortality rates in coming years as
the state population ages, even if there are
significant improvements in prevention and early
detection and treatment.

Diabetes is a major contributor to heart disease,
stroke, blindness, renal failure, and nontraumatic
amputations in older adults, in addition to being

the sixth leading cause of death among older
North Carolinians (NCSCHS 2001).

Injuries. Accidental falls were the most frequent
causes of unintentional injuries, the eighth
leading cause of death among older adults in
North Carolina in 2000 (NCDPH 2001b). Falls
account for 87 percent of all bone fractures for
adults 65 years and older; 60 percent of fatal falls
among older people happen at home (CDC 2000).

Arthritis is the leading cause of disability in the
nation. In 2000, 64 percent of North Carolinians age
65 and older reported having arthritis (CDC 2002a).

Osteoporosis and related conditions affect over
1.2 million North Carolinians, causing over
34,000 bone fractures in 2000. Osteoporosis is a
very manageable disease, yet the vast majority
of people with osteoporosis are undiagnosed and
untreated (Proctor & Gamble Pharmaceuticals 2002).

Overweight and obesity. The proportion of
Americans with obese and overweight conditions
has doubled since 1980 (CDC 2002), increasing
the risks for heart disease, high blood pressure,
diabetes, arthritis-related disabilities, and some
forms of cancer. Today, 40 percent of North
Carolinians age 60 years and older are consid-
ered overweight, and another 24 percent are
obese (CDC 2002a).

Use of tobacco products is associated with
heart disease, cancer, and chronic lung disease.
In North Carolina, 26.1 percent of all adults
reportedly smoke cigarettes. This percentage
places North Carolina seventh in the nation,
exceeding the national average of 23.2 percent of
adults using tobacco products (CDC 2002a).

Physical inactivity can increase a person’s risk
of heart disease, colon cancer, diabetes, and
high blood pressure. In contrast, regular exercise
is known to contribute to healthy bones,
muscles, and joints; help relieve the pain of
arthritis; and reduce symptoms of anxiety and
depression. In North Carolina, only 24.5 percent
of adults age 65 and over meet the recom-
mended level of exercise (i.e., 30 minutes of
brisk walking five times a week). North Carolina
ranks among the bottom ten states in this cat-
egory (CDC 2002a).

Poor nutrition increases the occurrence of
heart disease, stroke, some types of cancer,
diabetes, and osteoporosis. While healthy
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nutrition includes a diet low in saturated fats and
five or more servings of fruits and vegetables
each day, 77.9 percent of adults in North Caro-
lina report eating fewer than these recom-
mended servings (CDC 2002a).

Urinary incontinence is present in 15 to 30
percent of adults age 65 and older in the com-
munity and in about 50 percent of all residents in
long-term care facilities (CDC 1991). Although
urinary incontinence can be effectively prevented
in many cases, it often is not, and this may
cause embarrassed older adults to withdraw
from social activities.

���

The age-related change in the immune system
makes older adults more susceptible to infec-
tions such as influenza and pneumonia (Will-
iams 1995). In North Carolina, adults age 65 and
older constitute over 88 percent of deaths from
pneumonia and influenza, despite the free
vaccination program available for seniors
through Medicare and Medicaid. Among all
Medicare beneficiaries age 65 and older, the
immunization rates in 2000 for influenza and
pneumonia were 43.5 percent and 35.5 percent,
respectively (MRNC 2001a, b), so this remains a
major public health concern.

Immunization rates among African Ameri-
cans in 2000 were particularly low, at 24.2
percent for influenza and 22.9 percent for pneu-
monia. NC Health Objectives 2010 identified the
elimination of the health disparities such as this
as a critical crosscutting theme for this decade.
Supporting this position, the NCDHHS formally
designated this as one of its four action priorities
in 2001 and established its Steering Committee
on Eliminating Health Disparities. Improving
cultural competency of health care and human
services professionals (i.e., the capacity to serve
clients appropriately and effectively in cross-
cultural settings) is a key strategy as North
Carolina’s population becomes more diverse.
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A popular saying about healthy aging is that one
should strive to “die ‘young’ as late in life as
possible,” maintaining one’s mental and physical
faculties throughout the later years. Many factors

influence the achievement of this goal, some of
which are more controllable than others. For
example, Alzheimer’s disease can have a
devastating effect on cognitive and physical
functioning and remains difficult to prevent or treat,
while dental caries can be prevented and treated.

According to the 2000 Census, over 420,000,
or 45.7 percent, of North Carolinians age 65 and
older responded that they had at least one
disability (US Census Bureau 2002). While
Manton and Gu’s recent landmark report (2001)
suggests that disability rates are declining
among older adults, the coming wave of baby
boomers will result in more people who have
disabilities, so improved strategies for preventing
them or minimizing their effect are vital. Here are
several areas of particular importance.

Mental Health. According to the first Surgeon
General’s Report on Mental Health (USDHHS
1999), almost 20 percent of people over age 55
experience mental disorders that are not part of
“normal aging.” These conditions can severely
limit social engagement (identified as one of the
three factors for healthy aging) and general
health. A 2002 report from the federal Substance
Abuse and Mental Health Services Administration
(SAMHSA) notes that while the efficacy of treat-
ment for mental health problems is well docu-
mented, older adults often do not recognize the
need for or availability of treatment, resulting in
gross underutilization of mental health services.

The prevalence of major mental health
problems among adults age 65 and older is
estimated at 11.4 percent for anxiety, 6.4 percent
for cognitive impairment, and 4.4 percent for
depression and other mood disorders (SAMHSA
2002). Estimated prevalence rates for “heavy
alcohol use” range from 3 to 25 percent
(SAMHSA 1998). Suicide rates increase with
age, with older white men being at six times
greater risk for suicide than the general popula-
tion (Hoyert et al. 1999).

The NC Division of Mental Health, Develop-
mental Disabilities, and Substance Abuse Ser-
vices (NCDMH/DD/SAS 2001) identified older
adults with mental health problems as a priority
population in the State Plan 2002: Blueprint for
Change. Further, in a letter written to Governor
Easley in 2002, the NC Mental Health Planning
and Advisory Council recommended that the
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state “begin to develop new ways of reaching out
to the elderly population.” These actions in North
Carolina are in step with the new federal initiative
between SAMHSA and the National Council on
the Aging (NCOA) to develop a strategy to use
the Area Agencies on Aging (AAAs), county aging
departments, senior centers, and aging services
providers as the vital link between older adults
and mental health services (SAMHSA 2002).

Hearing and Vision Loss. Impairment in hear-
ing and sight are common among older adults
and can contribute to inactivity, limitations in
communication, and social isolation. Impairment
rates increase significantly among adults age 70
and older. The CDC reports that about 20 per-
cent in this group have vision problems that
place them at greater risk of falls and other
injuries. Similarly, they estimate that 25 percent
of persons between 70 and 74 have impaired
hearing, and this rate increases to 50 percent by
age 85 (CDC 1999b).

North Carolina provides a wide range of
supportive services to people with sensory and
physical disabilities. While these programs
typically serve people of all ages, services
designed to meet the needs of older adults are
being expanded. For example, the NC Division of
Services for Blind runs Mini Centers, a training
and outreach program for older adults with visual
impairments. The NC Division of Services for
Deaf and Hard of Hearing spearheaded develop-
ment of Adults Accessing Augmented Commu-
nication Technology (AAACT), an outreach
initiative focused on older adults with hearing
impairment. The NC Division of Vocational Reha-
bilitation offers the North Carolina Assistive Tech-
nology Program, which targets older adults and
persons with visual and hearing impairments. As
the older population grows, these and other
programs must expand in a collaborative way.

Access to Dental Care. Poor dental health
causes not only pain and suffering, but it also
leads to malnutrition, infections, and other health
problems and can contribute to low self-esteem
and social withdrawal (USDHHS 2000). How-
ever, according to CDC (2002b), only 22 percent
of older adults are covered by dental insurance,
and most pay dental expenses out-of-pocket
because they are not covered under Medicare.
(Dental assistance is available under NC Medic-

aid.) Poor access to dental care poses a serious
problem for older adults living at home and in
long-term care facilities. Older adults with the
poorest oral health are those who are economi-
cally disadvantaged, who lack insurance, who
are members of racial and ethnic minorities, and
who are women (CDC 2002b).

Compounding the problem, part or all of 54 of
North Carolina’s 100 counties are identified as
Dental Professional Shortage Areas owing to
economic or geographic barriers (NCORDRHD
2002). North Carolina recruits health care profes-
sionals including dentists to the underserved
communities, many of them in rural areas, using
the Loan Repayment Programs as a primary
incentive. The dental recruitment program has placed
close to 80 dentists since its inception in 1998.

Medication Management. Many older adults
use medication to help manage cognitive and
physical problems, and their use of multiple
prescriptions and over-the-counter drugs places
them at increased risk of misuse and adverse
drug reactions. Since 2001, North Carolina has
taken two major steps to make medication
management assistance accessible to seniors
statewide. First, in 2001 the NCDOA instituted a
new spending provision for medication manage-
ment programs under Title III-D of the Older
Americans Act, which required nearly a quarter
of disease prevention and health promotion
funding to be allocated for medication manage-
ment services, screening, and educational
efforts. (The total Title III-D funding for FY 2000–
2001 was a little over $450,000.) In 2002 the NC
Health and Wellness Trust Fund Commission
allocated $3 million per year for three years in
tobacco settlement funds for medication educa-
tion and counseling programs to complement
prescription drug assistance under the new NC
Senior Care Program. The AAAs in the Regions
C, G, N, O, P, and Q, are among those receiving
funding from the Health and Wellness Trust
Commission to implement the “prescription
assistance center” program. These centers
assist citizens with low incomes in obtaining
prescription drugs and counsel seniors about
safe use of their medications. Other community-
based programs are also available in some
counties to help older adults with limited incomes
obtain effective and affordable medications
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(Senior PHARMAssist 2002). (Prescription
assistance under the Senior Care Program is
discussed in the chapter on economic security.)

Older People with Developmental Disabili-
ties. The growth of the older population with
developmental disabilities is an important aspect
of aging in North Carolina. The North Carolina
Task Force on Aging and Developmental Disabili-
ties (2001) noted that these adults are increas-
ingly outliving their parents and are at risk of
losing their primary support. The demographic
information about this population in North Caro-
lina is still incomplete, but the estimated number
of adults age 60 and older with developmental
disabilities ranges from 5,400 to 13,000. In Aging
and Developmental Disabilities: A Blueprint for
Change (2001), the task force made recommen-
dations to coordinate community resources,
family support, guardianship, housing, and
transportation to help these older adults remain
in the community with adequate support.
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One of the most important aspects of healthy
aging is to focus attention on the value of staying
engaged throughout life. According to Rowe and
Kahn (1998), maintaining close relationships with
others and remaining involved in activities that
are meaningful and purposeful are important not
only for the fit and active senior, but also for
persons with lifelong disabilities and those facing
the end of life.

Studies have shown that intelligence and
productivity do not necessarily diminish as
people age, especially when they immerse
themselves in rewarding lives with their families,
friends, neighbors, and colleagues (Rowe and
Kahn 1998). The overwhelming majority of North
Carolinians engage in active, productive lives:
many are strongly involved in their churches and
other faith-based activities, and many become
volunteers, advocates, and activists for the larger
good of society. According to a statewide survey
conducted in 2000, almost 60 percent of adults age
60 and over volunteer (Guseh and Winder 2001)—
about 764,000 senior volunteers in North Carolina.

In addition to volunteering, an increasing
number of older adults are choosing to stay
employed. According to the 2000 Census,

approximately 130,000 North Carolinians age 65
and older are gainfully employed today. Lifelong
learning and participation in leisure activities are
other beneficial ways of staying engaged. Each
of these helps older adults remain mentally and
physically active, creating opportunities for emo-
tional gratification and validation of their worth as
contributing members of the community.

North Carolina’s challenge is to make oppor-
tunities for social engagement fully accessible to
all older adults. In addition to expanding enrich-
ment programs at senior centers, community
colleges, universities, and other venues, improv-
ing the availability of auxiliary services such as
convenient transportation is critical in improving
access to these opportunities.

An indispensable component of engaging
with life is end-of-life care, which includes pallia-
tive and hospice care, advanced care planning,
and support for bereavement. Hospice care is
considered to be the “gold standard” in end-of-life
care, both in terms of quality of care and cost-
effectiveness (Miller et al. 2002), and it is cov-
ered by both Medicare and Medicaid. Neverthe-
less, the overwhelming majority of older North
Carolinians still do not use available hospice
benefits that could be helpful to them and their
families. In 2000, only 18.9 percent of North
Carolinians age 65 and older used hospice in the
last year of life (Last Acts 2002a). This figure
was lower than the national average of 21.5
percent and was one of many reasons Last
Acts, the nation’s largest coalition to improve
end-of-life care, gave North Carolina a low grade
in its first state-by-state report card on availability
and use of care for dying persons. According to
Last Acts, terminally ill North Carolinians have
“mediocre to poor care at the end of life” (Last
Acts 2002a). The state was rated high in one
area concerning its policies on pain manage-
ment, because it allows doctors to treat pain at
end of life without undue scrutiny.

The NC End of Life Care (NCEOL) Coalition,
housed in the Carolinas Center for Hospice and
End of Life Care (2001), was formed in 1999 with
funding from the Robert Wood Johnson Founda-
tion to promote end-of-life services in the com-
munity. Today, the NCEOL includes 35 local end-
of-life coalitions and has trained more than 450
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health care professionals and community lead-
ers. Its quality improvement project provides
intensive education in pain management and
end-of-life care for staff in nursing homes (Last
Acts 2002b).
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Promotion of healthy aging through increased
collaboration between aging and health services
is emerging as a major theme nationwide.
Nationally, the CDC and the Administration on
Aging (AoA) joined forces in 2002 to promote
collaboration between aging and public health
services. North Carolina is well placed in this
effort. The two lead agencies in the state, the NC
Division of Public Health (NCDPH) and NCDOA
have a long history of collaboration on aging
services that often includes other agencies and
organizations in and outside state government.
Within the NCDPH, the Older Adult Health
Branch serves as a focal point for bringing
together public health and aging interests in
North Carolina. The branch is one of only a
handful of programs in the nation dedicated to
older adults’ health issues within a state public
health structure. As the state unit on aging
responsible for the Title III-D Program for Health
Promotion and Disease Prevention under the
Older Americans Act, the NCDOA shares re-
sponsibility for expanding North Carolina’s health
promotion and disease prevention services for
older adults, in collaboration with the Area Agen-
cies on Aging (AAAs). In 2002, the two divisions
successfully collaborated to receive one of the
first grants from the Chronic Disease Directors
Association, designed to foster and expand the
state’s health and aging partnerships. Addition-
ally, as the principal collaborators on the CDC-
funded North Carolina Healthy Aging Network
initiative, the University of North Carolina’s
Institute on Aging and the Program on Aging of
the UNC-Chapel Hill School of Medicine help link
services, education, and research activities for
health promotion and disease prevention for the
state’s seniors.

North Carolina has been steadily moving
toward coordinated programming for disease

prevention and health promotion activities, with
special attention paid to major chronic diseases
and vulnerable populations. For example, the
NCDPH leads Start with Your Heart, a public
awareness campaign to promote heart disease
prevention through better nutrition and physical
activity. The NC Cooperative Extension Service
is collaborating with the NCDOA on the Partners
in Wellness program, designed to reduce the
risk of malnutrition among older adults with low
incomes through nutrition education. The NC
Senior Games conducts year-round health
promotion and enrichment programs in all 100
counties for adults age 55 and older. One of the
latest developments is a new partnership be-
tween the NCDOA and the NC Division of Social
Services (NCDSS) to encourage older adults
eligible for Food Stamps to use them to improve
their nutritional status (with funding from the US
Department of Agriculture). These are a few
examples of the multifaceted activities within the
NCDHHS focused on disease prevention, health
promotion, and health education for today’s
seniors and those to follow.

More collaborative activities between aging
and public health services are expected to take
place locally during the next four years. There is
an opportunity for integrated planning in connec-
tion with the local health departments’ Commu-
nity Health Assessment Process, the AAAs’ local
administration of the Title III-D programs, and
health programs at senior centers. As part of the
movement toward becoming state-certified
Centers of Excellence, many senior centers are
expected to increase their visibility in the com-
munity as a focal point for prevention services.
According to a recent NCDOA survey (2002),
74 percent of senior centers have already estab-
lished ongoing collaboration with local health
departments, providing health screening, health
education, and other health-related activities.
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1. NCDHHS will expand healthy aging education and training activities for older adults and their

families, baby boomers, and health and aging services professionals.

2. NCDHHS will increase multifaceted, collaborative activities among aging, public health, and other
services to make substantial progress in meeting relevant objectives established by the NC Health
Objectives for the Year 2010.

3. NCDHHS will implement its plan to help eliminate health disparities among seniors.

4. NCDHHS will improve access to prescription assistance/medication management assistance
services for older North Carolinians through major initiatives, including the NC Senior Care Pro-
gram and Title III-D under the Older Americans Act.

5. NCDOA will lead an effort to examine the availability and adequacy of dental services for older
adults and to develop strategies to improve access to prevention and treatment services.

6. NCDHHS will establish a statewide initiative to promote timely use of mental health services by
older adults through collaboration between aging and mental health programs.

7. North Carolina will increase immunization rates for both influenza and pneumonia to 75 percent of
all North Carolinians age 65 and older, with special focus on improving immunization rates among
members of minority groups by 2010.

8. NCDHHS will continue to collaborate with public and private agencies and organizations to pro-
mote the importance of end-of-life care.
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Supporting older adults and people with disabilities and their families in making their own choices about
living arrangements and care
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� North Carolina developed a Long-term Care (LTC) Plan at the request of the General Assembly.

� NC Department of Health and Human Services (NCDHHS) secured several federal grants, includ-
ing “Real Choice,” to help implement the LTC Plan and the state’s Olmstead Plan.

� Under the 2000 Amendments to the Older Americans Act, the NC Division of Aging started the NC
Family Caregiver Support Program.

� The General Assembly and the NCDHHS strengthened oversight of adult care homes by including
those with seven or more residents under the Certificate of Need law [NCGS 131E-175 (9B)],
adding staff to investigate complaints and using health professionals as regulatory consultants.
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� Many of the LTC Plan’s recommendations for reform require funding.

� Federal grants help with testing innovations, reforms, and specific time-limited projects, but they
cannot sustain these efforts.

� Aging of the population and economic uncertainty increasingly pressure family caregivers, who
provide most long-term care.

� A number of issues pertinent to the quality of care in adult care homes, nursing homes, and home
and community care settings remain. Response to many of these issues will require adequate
funding.

“No set of issues related to the health of North
Carolinians is more important or more compli-
cated than those dealing with long term care for
the state’s older adults, people with disabilities,
and their families.” So concluded the NC Institute
of Medicine’s Task Force on Long-Term Care in
A Long-term Care Plan for North Carolina: Final
Report to the NCDHHS (cited as the 2001 LTC
Plan in this chapter; see NCIOM 2001, p. 1). The
task force considered long-term care (LTC) to
mean services and supports— paid and unpaid,
provided in the home and community as well as
in residential and institutional facilities— designed
to assist adults with disabilities in living their lives
to the fullest. Charged with developing a LTC
system to provide a continuum of care (Chapter
237, Sec. 11.7A of the 1999 Session Laws),

NCDHHS adopted the task force’s 2001 LTC
Plan to guide its work. The recommendations of
the task force have also helped North Carolina
respond quickly to the 1999 Olmstead decision
(Olmstead v. L. C. [98-536]), in which the US
Supreme Court ruled that inappropriate institu-
tionalization of a person with a mental disability
may be discrimination under the Americans with
Disabilities Act. This is a decision that has had
wide-reaching implications for older adults and
others facing care in facilities. The NCDHHS
concurs with the task force’s recommended
policy statement for guiding future reform of the
LTC system:

North Carolina’s policy for long-term care is to
support older adults and people with disabilities

needing long-term care and their families, in
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making their own choices with regard to living
arrangements and long-term care services
that will result in appropriate, high-quality,

cost-effective care provided in the
least restrictive setting.

To advance the LTC reform process in North
Carolina, Carmen Hooker Odom, NCDHHS
Secretary, formed the Office of Long-Term Care
and Olmstead, created the position of Assistant
Secretary for Long-Term Care and Family Ser-
vices, and established a LTC Cabinet. Com-
posed of division directors, the cabinet coordi-
nates all LTC-related work across the NCDHHS,
focusing on five areas:

1. improving entry into the LTC system

2. assuring statewide availability of core LTC
services

3. addressing the severe shortage of direct
care workers and other workforce issues

4. enhancing the quality of LTC

5. exploring creative approaches to financing
LTC.

Early in the reform process in 2001, the
NCDHHS secured a $1.6 million, three-year Real
Choice grant from the federal Centers for Medi-
care and Medicaid Services (CMS). North Caro-
lina was one of 23 states receiving the grant, the
purpose of which is to address the crisis in
recruitment and retention of direct care workers
in home, community, and facility care settings. It
also supports development of a model for con-
sumer-directed care. This grant allowed the
NCDHHS to move forward with a portion of the
LTC reform plan, even while state and local
budgetary challenges have slowed other imple-
mentation efforts considerably.
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Only about half of adults needing long-term care
are age 65 and older. Although a landmark study
by Manton and Gu (2001) reported that disability
rates among older Americans have been steadily
dropping in the past two decades (1.6 percent
per year from 1989 through 1994, and 2.6 per-
cent per year from 1994 through 1999), the
growth in numbers of the older population by
itself makes a compelling reason for LTC reform.

In North Carolina the population age 65 and
older is projected to increase by 22 percent
between 2000 and 2010. By 2030, our state’s
older population will have grown 129 percent
from the 2000 baseline, compared to 55 percent
for the total population. This increase will strongly
affect the number of persons needing LTC, as 60
percent of the population 65 and older will need
such assistance sometime in their lives. More
importantly, the population most at risk— those
age 85 and older— is expected to increase by 42
percent between 2000 and 2010 (NCOSBM
2002). It is estimated that the total number of
persons in North Carolina with LTC needs will
grow from 351,600 to 418,400 (19 percent)
during this ten-year period (NCIOM 2001).

It will remain difficult for NCDHHS to imple-
ment many of the recommendations contained in
the 2001 LTC Plan until the state’s budgetary
outlook improves. Nevertheless, North Carolina
cannot ignore the growing service needs of an
aging population and the increasing pressure on
the publicly funded service system. One purpose
of this NC Aging Services Plan is to bring atten-
tion to pressing issues and to set goals to begin
addressing them. The Aging Plan proposes that
North Carolina:

� value families as the primary providers of
LTC

� strengthen home and community care

� achieve and maintain quality services

� increase the ability of the state and counties
to manage the cost of Medicaid

� apply consumer-directed care

� increase use of assistive technologies

� support personal and community LTC plan-
ning efforts.
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In a recent report of the US Senate Special
Committee on Aging (2002), experts warned that
our nation’s LTC system is on the brink of crisis.
National spending for LTC, at home and in
facilities, was $137 billion in 2000. Medicaid paid
45 percent and Medicare paid 14 percent, with
the balance covered out-of-pocket or through
private insurance. LTC spending is projected to
grow to $207 billion by 2020 and $346 billion by
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2040 because of increasing numbers of users
and the escalating cost of care. The committee
concluded that supporting family caregivers is
one of the most critical strategies in LTC reform.

Family caregivers are the key provider of LTC
services nationwide, with at least 80 percent of
the care for older adults given informally by
family and friends. A survey of adult North Caro-
linians in 2000 (NCSCHS 2002) found that 17.1
percent had cared for a person age 60 or older
during the previous month, which was higher
than the national average (15.7 percent). While
19.6 percent of women identify themselves as
caregivers, a significant number of men (14.3
percent) also provide caregiving. Almost half
(47.3 percent) of these caregivers are between
ages 45 and 64, including about one of every four
persons (26 percent) between 45 and 54. Not
surprisingly, the NC Division of Social Services
(NCDSS 2003) found that family caregivers are
very important in determining whether a person
with disabilities is able to live at home instead of
being placed in an adult care home. Eighty-four
percent of the participants in the NCDSS’s
Special Assistance In-home Demonstration
Project had family members as primary
caregivers (NCDSS 2003).

North Carolina has a history of supporting
family and friends caring for loved ones, as evi-
denced by the Respite Care Program established
in the 1986 Regular Session. The creation in 2001
of the National Family Caregiver Support Program
(NFCSP) under the Older Americans Act (OAA)
presented an unparalleled opportunity of which
North Carolina took full advantage. North Carolina is
only one of five states (and the only southeastern
state) chosen by the federal Administration on
Aging (AoA) and the Lewin Group to be highlighted
in the 2002 NFCSP Resource Guide. The NCDOA
was recognized for its successful partnerships,
organizational structure, leveraging of resources,
and creative programming (AoA 2002). In 2001,
NCDOA also secured a three-year, $1 million
federal Alzheimer’s Demonstration grant to provide
dementia-specific assistance and respite for
caregivers.

Two priority recommendations in the 2001
LTC Plan call for the NCDHHS to: (1) design its
LTC policies and program activities to strengthen
the capacity of families to perform caregiving

functions; and (2) explore ways to invest in family
caregiving so that it can be sustained as the
primary resource for LTC, thereby reducing the
need for formal, publicly financed services.
Working through the Area Agencies on Aging
(AAAs) and many other partners, the NCDOA
has further developed these recommendations
into four specific goals for the program:

� assure that every region has an effective
Information and Assistance (I&A) system

� develop access to caregiver respite, counsel-
ing, and training in each county

� develop knowledge of the unmet needs of
caregivers

� help to implement the LTC Plan, including
increasing the availability of core services
and strengthening local planning for aging
and LTC.

The NC Progress Board acknowledged the
value of caregiving by including in its NC 20/20
report (2001) the goal that “North Carolina will
have at least 10 comprehensive caregiver
resource centers to provide support for family
members caring for impaired older adults.” With
the Family Caregiver Support Program in place,
the NCDOA and the AAAs are well positioned to
take the lead in developing such centers as
funding becomes available.

While there is no denying the importance of
valuing family caregivers, this does not say that
all persons have family, however defined, willing
and able to assume this role. Thus, the 2001
LTC Plan recognizes that guardianship and adult
protective services are sometimes required to
assure that LTC needs are met.

In North Carolina adults who no longer
possess the ability to make decisions for them-
selves and/or their assets have the right to have
qualified guardians appointed by the courts to
help them make decisions and exercise their
rights. The Clerk may appoint an individual
(family, friends), a corporation, or a disinterested
public agent to serve as guardian when family,
friends, or corporations are not available to
serve. Disinterested public agent guardians may
be the director or assistant director of, for ex-
ample, a county Department of Social Services
(DSS), area mental health program, public health
department, or county department on aging. The
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NCDSS manages the NCDHHS disinterested
public agent guardianship program. Data indicate
that county DSSs continue to have the majority
of the public agent guardianship appointments in
the state. For example, county DSSs had ap-
proximately 74 percent of the total 2,468 public
agent guardianship appointments during the third
quarter of SFY 2002–2003, including 1,862
appointments for adults age 60 and older. County
DSS directors have increased responsibility for
guardianship services, although they receive no
specific funding to support their activities in this
program area. One of the reasons for this in-
creased responsibility is the need by LTC facili-
ties and hospitals to have someone with the legal
authority to consent to placement and to approve
medical treatment for those who are unable to
make these decisions for themselves and do not
have family members to assume this role.
Because there has not been a comprehensive
review of the laws governing guardianship in 12
years, the Study Commission on Aging recom-
mended that the 2003 General Assembly estab-
lish a Legislative Study Commission to study
state guardianship laws.

Under the Adult Protective Services (APS)
program, county DSSs evaluate allegations that
disabled adults are abused, neglected (including
self-neglect), or exploited and in need of protec-
tive services. County DSSs evaluate reports
involving adults living in domestic settings as well
as facility settings, such as nursing homes.
When a need for protection is found, services
are provided with the disabled adult’s consent or
by a court order if the adult is not capable of
consenting. In SFY 2000–2001, the number of
complaints involving adults age 60 and older was
6,491, or 71 percent of all reports. Mistreatment
in the form of abuse, neglect, or exploitation was
confirmed in 36 percent of the reports, and the
need for protective services was substantiated
for 23 percent of the reports. Unfortunately, the
services needed to protect the adult are not
always available.
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Two basic truths about older adults are pertinent
to any discussion of home and community
services— most seniors live in the community

and want to remain where they are, and many of
those who live in care facilities hope to return
home. In addressing the US Senate Special
Committee on Aging (2002; see p. 10), some
governors expressed frustration in having to
apply for waivers for home and community care
when nursing home care is an entitlement under
Medicaid for seniors and younger people with
disabilities.

In 2002, the Bush Administration launched a
New Freedom Initiative to help states serve
people eligible for Medicaid in private homes or
community residential settings when they would
otherwise require nursing facility care. In October
2002, the NC Divisions of Medical Assistance and
Vocational Rehabilitation Services (NCDMA and
NCDVR) received a three-year $600,000 Nursing
Facilities Transition grant from the CMS. This
initiative is designed to help willing and able resi-
dents of nursing homes return to the community.

Table 3. NCDHHS Expenditures for Persons
Age 60 and Older by General Service

Categories (Percent)

State Fiscal Year
Category of Services 97–98 99–00 01–02
Adult Care Home 5.7 6.2 6.5
Home and Community Care 13.0 13.8 15.5
Institutional Care 51.2 43.5 43.4
Other* 30.0 36.7 34.6

*This category includes economic supports (e.g., food stamps),
health care (e.g., hospitalization, prescription drugs), and social
supports (e.g., general transportation).
Source: NCDOA 2002

In recent years North Carolina has increased
support of home and community care, as evi-
denced by the improved ratio of home and
community care and adult care home expendi-
tures to institutional spending, which is primarily
nursing home care. This trend is shown in Table
3, which gives the percent of NCDHHS expendi-
tures (federal, state, and required local match)
for persons age 60 and older by general service
categories (NCDOA 2002). In fiscal year 2001,
North Carolina ranked 16th among states in the
percent of its Medicaid LTC spending targeted for
home care (37.3 percent, compared to the
national average of 29.5 percent [CMS 2002]).

Still, a problem in helping people make the
transition from facility to community care or to
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remain at home is that most communities lack
adequate resources to assist older persons and
their families. This has been evident even among
persons requiring APS. The NCDSS reports that in
SFY 2000–2001, the specific service needed in the
community had a waiting list in 40 substantiated
APS cases. In another 43 APS cases, the service
needed did not exist in the county where the adult
lived. APS social workers anecdotally report that
this sometimes results in disabled adults receiving
more restrictive and more costly forms of protec-
tion (NCDSS 2003).

The availability of home and community
services is integral to a community’s ability to
allow older and disabled adults to remain safely
at home. There are indications that some com-
munities across the state are becoming less
able to support these services. For example, the
availability of adult day services declined in 2002
when eight certified centers closed. In 2000,
there were 125 centers in 68 counties; as of
February 2003, there were 110 centers in 61
counties. This trend is also evident among nearly
all of the services funded under the state’s Home
and Community Care Block Grant (HCCBG).

While HCCBG funds were not cut by the
General Assembly during fiscal years 2001 and
2002, the lack of increased funding resulted in
less service as operating costs grew. For ex-
ample, 547 fewer seniors received in-home aide
services in 2002 than in 2000, a 6 percent
decrease, and there was also a 6 percent reduc-
tion in the number receiving home-delivered
meals. Both are crucial services for helping
seniors remain at home. As of January 2003,
among the service providers, more than 11,400
seniors were waiting for services funded by
HCCBG. This included over 4,150 needing
home-delivered meals and over 5,235 waiting for
in-home aide assistance. Also, fewer counties
offered certain “core LTC services” under
HCCBG in SFY 2002 than in SFY 2000. For
example, only 36 counties chose to provide
housing and home repair in 2002, while 41
provided these services in 2000.

Cost-containing actions taken with the
Medicaid Community Alternatives Program,
Medicaid Personal Care Services, and other
programs have added pressure to HCCBG and

other sources of home and community assis-
tance. Concerned about a 64 percent increase
in expenditures for personal care services
covered under the state’s Medicaid program
between SFY 2000 and 2002, the General
Assembly reduced the maximum number of
service hours from 80 to 60 per month (S.L.
2002-126). A 23 percent increase in expendi-
tures under the Medicaid Community Alterna-
tives Program for Disabled Adults (CAP/DA)
prompted the NCDHHS to freeze participation
in October 2001, which resulted in 21 percent
fewer recipients, even though the freeze was
partially removed in fall 2002.

While these findings about Medicaid- and
non-Medicaid-funded home and community care
services are ominous, the use of State-County
Special Assistance to support home care is a
positive development. North Carolina has been
one of the few states to limit Special Assistance
to serving only people who live in licensed facili-
ties. To examine expanded options available
under this program, the General Assembly
authorized a demonstration project (S.L.1999-
237, Section 11-21) that allowed State-County
Special Assistance to assist up to 400 persons
who would otherwise require placement in a
licensed adult care home. Based on two years of
experience in serving 377 individuals in 22
counties, the NCDSS (2003) has concluded that
providing Special Assistance payments to
individuals to enable them to continue living at
home is an effective approach for providing an
alternative to adult care homes. The NCDHHS
supports increasing the number of available slots
in this project from 400 to 800 to allow additional
counties to participate. An in-home component of
the State-County Special Assistance Program is
seen as an important part of the NCDHHS
Olmstead Plan, along with such other programs
and initiatives as CAP/DA and the Nursing
Facilities Transition grant.

The success and value of home and com-
munity care depend largely on the informal,
unpaid support of family and friends, and on the
availability of adequate housing and transporta-
tion. Support of family caregiving and formal
home and community services holds the most
promise for sustaining LTC in the future.
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While most people who need LTC live at home,
others still require short-term or long-term stays
in adult care homes, nursing homes, and mental
health facilities. Wherever care is provided, its
quality is important to assure both the safety and
well-being of the recipient. As the NCIOM Task
Force on Long-Term Care found, quality is not a
straightforward concept.

Because the quality of care is so dependent on
the availability of trained paraprofessionals, the
NCDHHS is emphasizing efforts to address the
severe shortage of direct care workers. Particular
attention is paid to the high turnover rate for
nursing assistants (approximately 100 percent
during each of the past three years in nursing
homes, and even higher in adult care homes).

Achieving and maintaining quality LTC ser-
vices requires a multifaceted approach. In
addition to focusing on workforce issues, a few
areas that warrant particular attention are:

� The General Assembly has acknowledged
that Medicaid reimbursement methodologies
for LTC services must set rates that enable
providers to comply with certification require-
ments, licensure rules, and other mandated
quality and safety standards [S.B. 1115,
Section 10.19A (Session 2001)].

� There is a need to maintain adequate staff
capacity in the regulatory, ombudsman, and
consultation services to inform providers of
best practices and resolve problems.

� Further examination of issues that affect the
quality of life of older adults receiving LTC is
warranted. For example, the NC Division of
Facility Services (NCDFS) proposes to study
the merits of regulations that address con-
cerns about the safety of older residents in
adult care homes also housing young resi-
dents with mental illness. In addition, the NC
Division of Mental Health, Developmental
Disabilities, and Substance Abuse Services
(NCDMH/DD/SAS) plans to establish at least
two 20-bed Enhanced Behavioral Care units
in nursing facilities to provide specialty
services for people who are currently being
served in certified nursing units in state
hospitals. This initiative will begin in the

Goldsboro area to serve long-term geriatric
residents of Cherry Hospital, one of the
state’s four psychiatric hospitals. Further-
more, NCDMH/DD/SAS anticipates estab-
lishing geriatric teams at newly formed Local
Management Entities to provide communities
with specialized services, technical assis-
tance, and consultation related to the needs
of the older adult population.
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Medicaid has accounted for at least 8 of every 10
public dollars (federal, state, and required local
match) expended by state agencies for services
to adults age 60 and older since SFY 1995–
1996. Many of these costs are tied to LTC,
including the mandated funding of nursing home
care and home health services, and such optional
services as personal care and hospice care. For
SFY 2001, Medicaid support of LTC for older and
disabled persons totaled about $2 billion, an
increase of 8.7 percent over the previous year.
This equaled about 37 percent of the total Medic-
aid service expenditures (NCDMA 2002).

Total Medicaid expenditures for older North
Carolinians increased from $1.4 billion in SFY
1999 to $1.7 billion in SFY 2001, about 22 per-
cent (NCDMA 2002). For the same period, the
number of older Medicaid recipients grew by
about 16 percent. In SFY 2001, older adults
represented 14 percent of people eligible for
Medicaid, 14.9 percent of recipients, and they
accounted for 31 percent of service expendi-
tures. The projected increase in number of older
adults is one of the reasons why fiscal responsi-
bility for North Carolina’s Medicaid program is an
emerging issue.

For FFY 2003, the federal government will
pay about 62.56 cents of each Medicaid dollar,
up from 61.46 cents in FFY 2002. This is the first
increase in the federal medical assistance percent-
age (FMAP) in more than 17 years and reflects
the decline in North Carolina’s per capita income
relative to the national figure (Saxon 2002).

As one of 10 states that require counties to
share in the nonfederal cost of Medicaid, North
Carolina counties must currently pay 15 percent
of the nonfederal share, or about 5.6 percent of
the total cost, of Medicaid payments on behalf of
county residents. In addition, counties must pay
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nearly all the nonfederal share of local adminis-
trative costs.

Not surprisingly, some counties are espe-
cially burdened by their Medicaid obligations. For
example, Robeson County spends nearly 26
cents on Medicaid for every $100 of its property-
tax base, while Dare spends just 1.4 cents.
Partly because of these discrepancies among
counties, several bills were introduced during the
recent General Assembly’s legislative session to
eliminate or reduce the responsibility of counties
for supporting Medicaid. The NC Association of
County Commissioners is encouraging contin-
ued consideration of such proposals, including
some that would reduce the burden for at least
the most economically distressed counties
(Saxon 2002). Regardless of whether counties
receive relief from their Medicaid fiscal responsi-
bility, the growing costs of Medicaid in a time of
budgetary shortfalls could lead to changes in
eligibility; further efforts to control utilization; or
statewide reduction in or elimination of such
important optional services as personal care,
prescription drugs, dental services, eye care,
mental health services, and hospice.

The General Assembly’s interest in improving
the administration of CAP/DA (S.L. 2002-126
[S1115] Section 10.16) is an example of how the
state is examining ways to manage Medicaid
costs better. Among the changes recommended
by the NCIOM (2003) in its study of the CAP/DA
program were:

� a more thorough assessment to determine
level of care and eventually enable a case-
mix payment system

� creating a work group of interested organiza-
tions to explore alternative service delivery
and payment methodologies that could lead
to improvements in care to individuals and
potentially lower per capita costs in the CAP/
DA program.
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During the past few years, interest has grown
nationally and in North Carolina in what is popu-
larly called consumer-directed care. Consumer
direction is a philosophy and program orientation
that accommodates the needs and preferences

of consumers by offering them choice of and
control over services, service providers, and
delivery mechanisms.

Part of North Carolina’s Real Choice grant
includes a provision to develop one or more
models of consumer-directed care for older and
disabled adults. This effort is being aided by the
NCDHHS’s Community-Personal Assistance
Services and Support (PASS) grant, which will
assess relevant fiscal and regulatory policies in
terms of their support of consumer-directed care
and help prepare providers to offer such care.
While the service system for younger disabled
persons, especially those with developmental
disabilities, has considerable experience with
this approach, consumer-directed care would
represent a substantial change for much of the
aging services system. In March 2002, the
NCDOA was one of five state agencies nation-
wide to secure a small grant from the National
Association of State Units on Aging to begin, with
help from consumers and policymakers, a
process of determining how consumers might
have increased opportunities to make choices
and direct their own home and community care.

If successfully implemented, consumer-
directed care can help in a number of ways. For
example, it may be easier for families to care for
their loved ones at home, thus decreasing the
need for direct care workers in institutions. The
NCDOA is actively working on a reform agenda
for consumer-directed care through further
development of a statewide, comprehensive
system for Information and Assistance (I&A) and
the expanded use of vouchers in the Family
Caregiver Support Program.
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People of all ages with or without disabilities are
living longer. Some bring to their later years
acquired long-term disabilities. Others develop
disabilities in later life. While advances in medi-
cal technology have helped secure increased
longevity, other technologies are helping people
better cope with physical, sensory, and cognitive
impairments, allowing them to continue to live at
home with more independence.

Assistive technology is defined as any item
used to maintain or improve the functional
abilities of an individual. Unfortunately, the poten-
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tial of such technology is largely unrealized for
many seniors. Assistive technologies of all types,
including such low-tech and low-cost devices as
canes, manual wheelchairs, and communication
boards, are used by only a small fraction of
persons who might benefit from them (Campbell
2001). Older adults are also significantly less
likely to use such higher-tech devices as electric
wheelchairs and scooters. While affordability can
be an issue, the lack of awareness among
seniors and service providers about what exists,
how it can be secured, and how it might be of
benefit is the major factor.

North Carolina has an opportunity to make a
marked difference in this area through collabora-
tion in the education and training of seniors,
family caregivers, and formal service providers.
This will involve a close working relationship
among those NCDHHS divisions that can most
contribute in identifying both applicable technolo-
gies and target populations. The NC Division of
Vocational Rehabilitation (NCDVR) offers the NC
Assistive Technology Program (NCATP) and
provides statewide free assistive technology
services to people of all ages and abilities to
increase independence and quality of life in
everyday living. Other divisions with strong
interest in this area include Aging, Services for
the Blind (NCDBS), Services for the Deaf and
Hard of Hearing (NCDSDHH), NCDSS, and
NCDMH/DD/SAS. Effective use of technology,
combined with modifications in the home and
community environments, are consistent with
and supportive of consumer-directed care, family
caregiving, and greater use of home and com-
munity-based care.
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LTC reform will only be successful to the extent
that individuals, families, and communities
undertake thoughtful advance planning and
strategic action. Progress in reforming LTC will
require further education and effective public
policy. As an example of progressive action,
North Carolina is one of 18 states offering tax
incentives to individuals or employers to pur-
chase long-term care insurance policies. In
2002, the federal government began to sponsor
such insurance coverage for its workers. (The

importance of personal planning for LTC is
discussed in the chapter on economic security.)

While acceptance of personal responsibility
for LTC is important for individuals and their
families, as well as for the state and its taxpay-
ers, state and community planning and public
policy reform are also essential to assure judi-
cious use of available public resources. The
recommendations being prepared by the NCIOM,
at the request of the General Assembly and the
NCDHHS, to improve the administration of the
CAP/DA program illustrate the importance of
both planning and public policy reform.

In North Carolina, as in most other states, a
variety of barriers to establishing coordinated,
client-centered LTC systems exist. Uncoordi-
nated health and human services planning and
the lack of useful information are two such
obstacles. Across the state, a variety of entities
are responsible for planning different aspects of
LTC services for older and disabled adults.
These include CAP/DA advisory committees,
AAAs and local HCCBG committees, Social
Service Boards, Area Mental Health Boards,
Healthy Carolinian Task Forces, and County
Health Departments’ Community Health Assess-
ment process (a process involving a wide range
of stakeholders within the community). As the
NC Association of County Commissioners has
aptly noted, “Planning for long-term care ser-
vices in many counties is more accidental than
by design [, which] can result in costly duplica-
tion of services” (2002; p. 1).

A priority recommendation of the 2001 LTC
Plan is that “the General Assembly should
encourage county commissioners to designate a
lead agency to organize a local long-term care
planning process at the county or regional level”
(p. 58). The Plan also recommends that “the
Department should develop county data pack-
ages and provide technical assistance to the
counties to assist them with their long-term
planning process” (p. 58). The General Assem-
bly, in Section 22.1 of the Studies Act of 2001
(S.L.2001-491 [S166]), directed the NCDOA to
“study whether counties should designate local
lead agencies to organize a local long-term care
planning process.” While the division concluded
that local planning is important, it also recog-
nized that such planning as described in the
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1. NCDHHS will support increased access to home and community care, including HCCBG funds

targeted to low-income older adults who are not eligible for Medicaid. Additionally, NCDHHS sup-
ports expanded enrollment in Medicaid CAP/DA and a phased expansion statewide of the State-
County Special Assistance In-home initiative. Realistically, increasing access will require efficient
use of existing funds as well as additional funding when this becomes possible (see Appendix B for
related activities identified by NCDHHS agencies).

2. NCDHHS will continue work stimulated by Real Choice, including taking steps to strengthen the
direct care workforce, piloting one or more models of consumer-directed care that include older
participants, and implementing the Nursing Facilities Transition grant.

3. NCDHHS will increase collaborative activities among NCDOA, NCDSB, NCDSDHH, NCDVR,
NCDSS, and other divisions and offices to educate seniors and family caregivers about disabilities
and how to cope with functional losses.

4. NCDOA will continue its work with many partners toward development of a multifaceted system of
supports for family caregivers.

5. NCDHHS will pilot a Communications and Planning Network to Support Families in their LTC
Roles, to support local LTC planning with volunteer counties.

6. NCDSS will ensure the quality and accountability of its protection of vulnerable older adults by
strengthening standards for Adult Protective Services (APS) and promoting a consistent and
collaborative approach to the delivery of guardianship services.

2001 LTC Plan requires resources and should
not be imposed as an unfunded mandate. The
NC Study Commission on Aging agreed and
recommended that the 2003 General Assembly
fund a pilot project on LTC local lead agencies to
support community planning.

Seeing the importance of planning for LTC as
essential to the achievement of many of the
other changes recommended in the 2001 LTC
Plan, the NCDHHS LTC Cabinet has proposed
creation of “A Communications and Planning
Network to Support Families in Their LTC Roles.”
This network would connect state and local
interests committed to LTC planning to achieve
the following objectives:

� pilot test and replicate county planning
processes and tools to evaluate core LTC
services and develop strategies for reforming
local LTC systems

� foster innovative approaches to LTC service
delivery through enhanced cooperation
among providers and with increased con-
sumer input

� link local findings to state policy and program
development bodies to inspire a joint commit-
ment to action toward a more efficient,
coordinated, and adequate LTC system.

Support of local LTC planning is not only impor-
tant for implementation of the 2001 LTC Plan, it
is also vital to the state’s response to the
Olmstead decision. Persons with chronic ill-
nesses and disabilities require assistance over a
prolonged period of time, as do their family
caregivers. With growing numbers of seniors,
North Carolina must act now to minimize future
public costs of LTC and assure an LTC system
that is responsive to the needs and interests of
consumers.
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Supporting the economic well-being of older adults and the economic security of aging boomers
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� In 1999, North Carolina expanded Medicaid coverage to include older adults age 65 and older with

incomes below 100 percent of the poverty level.

� In 2002, with funding from the Health and Wellness Trust Fund Commission, the NC Department
of Health and Human Services (NCDHHS) implemented the NC Senior Care Program to provide
prescription drug assistance to seniors with low incomes for the treatment of chronic obstructive
pulmonary disease (COPD), cardiovascular disease, and diabetes.

� North Carolina was nationally recognized for helping dislocated workers (including many older
workers) access assistance from the North American Free Trade Agreement (NAFTA)/Trade
Readjustment Allowance (TRA).
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� Over 337,000 (36 percent) of older North Carolinians are considered poor or near poor (within 200

percent of the poverty level).

� Without a federal initiative, many seniors will continue to lack adequate drug assistance and long-
term care protection, requiring the state to respond.

� A part of the Medicare-Aid program, which helps seniors with low incomes pay for Medicare premi-
ums, has an uncertain future without reauthorization of the Balanced Budget Act of 1997, and over
11,000 North Carolina seniors may lose benefits.

� 15 percent of North Carolinians between ages 50 and 64 are uninsured.

� Many retirees and workers lack knowledge and skills for financial planning and management.

The nation’s economy has experienced both
historic highs and sharp downturns within the
past several years. Today, the economy remains
sluggish, and its future course unclear. In this
economic environment, seniors are increasingly
concerned about their economic security. This
concern is also felt strongly among the baby
boomers as they approach age 62, the most
common age when older adults start receiving
Social Security benefits (AARP 2001).

The NC Division of Aging (NCDOA) con-
vened a focus group in July 2002 to identify
economic issues concerning older adults and
baby boomers today and to help set priorities for
the future. The focus group considered the term
economic security in objective and subjective
terms and broadly defined it as the capacity to
sustain a relatively stable economic status given
a normal decline of functioning and health over

old age (O’Rand 2002). This view was well
expressed by a senior advocate: “In my opinion,
we seniors are economically secure when we
are free from fear or doubt about our ability to
pay for necessities such as health and long-term
care expenses, housing, and leisure and enrich-
ment activities.”

In its long-range plan, Vision 20/20, the NC
Progress Board (2001) declared North Carolina’s
commitment to realizing economic security for
all North Carolinians through strong partnerships
among individuals, the young and old, employ-
ers, and government. Consistent with the
Progress Board’s declaration, a call for action for
older adults and baby boomers asks:

� individuals to embrace the idea of lifelong
training and education to remain productive
members of the community and to plan for
retirement security in a responsible manner



2003–2007 State Aging Services Plan 31

� employers to treat older workers fairly, pro-
vide benefit programs to meet the diverse
needs of their workers in preparing for retire-
ment, and expand opportunities for job train-
ing and financial planning

� government to assure that laws and regula-
tions, policies, and programs support the
overall economic security of older adults.

As perceived by the NCDOA focus group, the
economic security of older North Carolinians and
aging baby boomers revolves around three major
areas:

1. managing health and long-term care costs

2. maximizing older adults’ productivity

3. improving individuals’ capacity to manage
their financial responsibilities through infor-
mation, education, and planning.

This chapter discusses the issues and pro-
grams pertaining to these three areas. Because
the economic security of seniors in North Caro-
lina is most commonly measured by poverty, this
is where the discussion must begin.
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North Carolina continues to have a relatively high
rate of poverty among older adults. The 2000
Census reported that for 1999 the state’s poverty
rate for adults age 65 and older was 13.2 per-
cent, compared to the national rate of 9.9 per-
cent. In contrast, North Carolina’s overall poverty
rate, 12.4 percent, parallels the national average
of 12.3 percent (US Census Bureau, 2002, SF3,
Table DP-2).

In North Carolina, Social Security keeps all but
a few seniors (3.6 percent) from being among the
“extremely poor” (up to 50 percent of the poverty
threshold), but a disproportionate number of older
adults— 36 percent— are found among the poor
and “near poor,” (within 200 percent of the poverty
threshold) (NCDOA 2002a). The high concentration
of near-poor older North Carolinians parallels the
national trend and highlights the economic dilemma
of many seniors. They are not poor enough to be
eligible for public assistance, yet they lack enough
income to pay for such necessities as prescription
drugs and utilities. For comparison, among adults
ages 35 to 64, the proportions falling below 50,

100, and 200 percent of poverty were 3.8, 8.3,
and 21 percent, respectively (NCDOA 2002a).

Concerned that the official US government
poverty calculation might not sufficiently reflect
today’s economic reality, the National Academy
of Sciences (NAS) and others have developed
additional methods to calculate poverty rates. In
their estimation, the poverty rate for adults age
65 and older was 14.5 percent nationally, com-
pared to the official rate of 10.2 percent for 2000
(US Census Bureau 2001). The US Census
Bureau notes that NAS’s alternate method of
calculating health care costs is a major explana-
tory factor for this difference.

Because of the vulnerability of seniors living
in or near poverty and the risk facing baby
boomers who lack sufficient resources to pre-
pare for an economically secure retirement,
North Carolina must tackle issues and undertake
initiatives that have the best chance of making a
difference. These measures include reducing the
economic burden of health care costs on older
adults, assisting older adults maintain their com-
petitiveness in the labor market, and promoting
financial planning and education for older adults.
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The rising cost of health and long-term care has
become a major threat to the economic security
of many seniors and their families. Although the
burden is particularly heavy among older adults
in the near-poor category, older adults and baby
boomers in better financial circumstances are
also concerned that the high costs associated
with their future health and long-term care might
leave them impoverished. The current and future
challenge of managing personal and public
health budgets depends largely on what happens
to Medicare and Medicaid and what progress is
made to address the costs of prescription drugs
and long-term care.

��������
Medicare is a federally administered health
insurance program, designed largely to serve
older adults. In North Carolina, 94 percent of
adults age 65 and older are enrolled as Medicare
beneficiaries today (MRNC 2001). A small
proportion of older adults without Medicare
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coverage has access to other health insurance
programs. Primarily because of Medicare and
Medicaid, less than 1 percent of older North Caro-
linians are uninsured, compared with the 15 per-
cent uninsured (178,000 people) among those
between ages 50 and 65 (Silverman et al. 2001).

The major concern among Medicare benefi-
ciaries is the program’s failure to cover certain
health and long-term care costs. The major
services not covered under Medicare include
outpatient prescription drugs, vision care, hear-
ing services, dental care, and long-term care.
Beneficiaries also pay out-of-pocket to meet
substantial cost-sharing requirements for the
covered services. According to AARP (2002), in
2000 Medicare paid more than half (51.4 per-
cent) of total health care costs for beneficiaries
age 65 and older. The remaining costs were paid
mainly by Medicaid (12.9 percent), private insur-
ance plans (10.6 percent), and by the beneficia-
ries themselves (20.5 percent). The out-of-
pocket expenditures would have been higher if
Medicare premium payments were included,
according to the same report.

The majority of older North Carolinians are
enrolled in the Medicare fee-for-service plan (i.e.,
the “Original Plan”) as their only health insurance
and, consequently, are considered underinsured
because of their limited coverage. For this
reason, in North Carolina, about 40 percent of
the beneficiaries enrolled in the Original Plan
also have a Medigap policy (i.e., Medicare
supplement insurance) sold by private insurance
companies to help pay health care costs that
Medicare does not cover (NCDOA 2002b).
Beneficiaries having Medigap coverage are
projected to spend an average of $3,250 per year
on health care, in part because of the cost of
Medigap premiums, according to AARP (1999).

In order to contain overall program costs and
reduce beneficiaries’ out-of-pocket spending, in
1999 Medicare initiated a Medicare Managed
Care option under the new Medicare+Choice
initiative. As of January 2003, this option is
available in only 25 counties in North Carolina.
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The Medicaid program is the principal medical
safety net for older adults. In fiscal year 2001,
195,307 older Medicaid recipients averaged

$8,687 in services that would have otherwise
been the responsibility of individuals and their
families, according to the NC Division of Medical
Assistance (NCDMA 2002a). The value of this
assistance for people at or below the poverty
level highlights the struggle of the near-poor (up
to 200 percent of poverty) to pay their own way
on annual incomes of $8,592 to $17,184.

Unlike Medicare, Medicaid programs vary
from state to state in eligibility criteria and cov-
ered services. In North Carolina, total Medicaid
expenditures for older adults increased from $1.4
billion in 1999 to $1.7 billion in 2001 (NCDMA
2002a). In 2001, 44.9 percent of the Medicaid
cost for seniors was associated with nursing
home care, a required Medicaid service. This
was down from 50.7 percent in 1999, while the
proportion for the Community Alternatives Pro-
gram for Disabled Adults (CAP/DA) and Per-
sonal Care Services (PCS), two optional ser-
vices, grew from 8.1 percent and 3.7 percent in
1999 to 8.7 percent and 4.8 percent in 2001,
respectively. Expenditures for prescription drugs,
an optional service, also showed a substantial
proportionate increase from 13.9 percent in 1999
to 18.9 percent in 2001.

Facing increases in Medicaid at a time of
budgetary constraint, discussions to curtail costs
have focused on changing client eligibility criteria,
limiting optional services, and containing reim-
bursement to providers. Having celebrated the
expansion of Medicaid coverage for older and
disabled clients to 100 percent of the poverty
level in 1999, there has been little interest in
returning to a stricter eligibility level. This reluc-
tance has left the state to consider and some-
times undertake such other actions as freezing
CAP/DA in 2001. While the freeze was eventu-
ally lifted, in October 2002, CAP caseloads were
still only about 73 percent of the pre-freeze level
(NCDMA 2002b). In its 2002 short session, the
NC General Assembly directed the NC Institute
of Medicine (NCIOM) to conduct a comprehen-
sive study of CAP/DA, with the goal of serving
the maximum number of people within the
budgeted appropriation. In addition, the 2002
General Assembly modified the transfer of asset
policy for persons receiving Medicaid PCS and
also reduced the monthly PCS limit from 80 to
60 hours. The General Assembly had considered
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but did not eliminate support for other optional
Medicaid services such as dental and eye care.
Likely outcomes of such changes would have
been diminished access to services and/or
greater out-of-pocket costs for clients.

Pressure on the state and counties to control
the cost of Medicaid will only build as the number
of eligible older adults grows. In the coming
years, the state will be forced to identify new
ways of encouraging personal responsibility for
North Carolinians to stay economically secure
and, at the same time, helping those who are not
secure to manage their health and long-term
care costs. In this vein, greater participation by
seniors in Carolina ACCESS, the Medicaid
managed care program, is one approach that
must be further explored. To date, only a small
percentage of older Medicaid recipients opt to be
enrolled in ACCESS, compared to 69 percent
participation among younger Medicaid recipients.
One reason for this low participation rate among
older adults is the federal regulations prohibiting
the states from limiting the choices for clients
eligible for both Medicare and Medicaid. Also, by
federal law, Medicaid recipients who are in long-
term care facilities are not enrolled in any man-
aged care plan. In light of early data indicating
both the cost-effectiveness and improved quality
of care for ACCESS enrollees (NCORDRHD
2001), the state must continue educating older
Medicaid recipients about the benefits of enroll-
ing in ACCESS.

Older Medicare beneficiaries with incomes
between 101 and 175 percent of poverty are
eligible for the Medicaid program called Medi-
care-Aid, designed to pay for Medicare Part B
expenses such as premiums, deductibles, and
coinsurance. This program was fully funded
under the Balanced Budget Act of 1997, but a
part of the program, called the Limited Medicare-
Aid Capped Enrollment (MQB-E), had a sunset
date of December 31, 2002. MQB-E pays the
Medicare Part B premium for Medicare benefi-
ciaries whose income was between 120 percent
($886 for an individual and $1,194 for a couple in
2002) and 135 percent ($997 and $1,344, re-
spectively) of the poverty level (NCDMA 2003). In
North Carolina, over 11,000 Medicare beneficia-
ries receive the MQB-E assistance, funded
through a congressional continuing resolution

since January 1, 2003. The current MQB-E
recipients and others in similar economic cir-
cumstances will face difficulties meeting the
Medicare premium payments ($704.40 annually
in 2003) covered under this program if Congress
does not take action to reauthorize the act.
Approximately 25,000 additional Medicare-Aid
recipients who meet the more stringent income
limits set for two other programs, MQB-Q and
MQB-B, are not affected by the sunset provision.
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With no new major federal prescription drug
assistance program in place, in 2001 North
Carolina announced the expansion of its state
prescription drug assistance program for low-
income seniors who are not eligible for Medicaid.
Under the NC Senior Care Program, launched in
2002, the Health and Wellness Trust Fund Com-
mission (HWTFC) made a total of $96 million
available over three years from the tobacco settle-
ment funds to cover a portion of the costs for
prescription drugs needed for treatment of chronic
obstructive pulmonary disease (COPD), cardiovas-
cular disease (CVD), and diabetes mellitus
(NCORDRHD 2002). As the latest development,
the NCDHHS submitted a Medicaid waiver applica-
tion in early 2003 to expand the NC Senior Care
program to include all diseases. Funding from the
HWTFC would be used to cover the state match
required to access federal funds upon approval of
this waiver request.

In addition, a number of major pharmaceuti-
cal companies expanded their medication assis-
tance programs by offering various discounts to
seniors. Because of the potential for confusion
owing to the differences in eligibility and benefits
among these programs, the NC Senior Care
Program also supports medication education
and review initiatives to aid consumers. While
NC Senior Care and the private discount pro-
grams are helpful to seniors who meet their
eligibility criteria, these programs still leave many
without adequate assistance, given the rising costs
both of prescriptions and over-the-counter drugs.
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In 1999, North Carolina spent $1.3 billion on
publicly funded long-term care services for
adults age 60 and older, with more than two-
thirds of the expenditures on institutional care
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(NCIOM 2001). This figure represents an in-
crease of 173 percent since 1990. Over the
period, the number of adults age 60 and older
increased by about 19 percent. In 2001, the NC
Long-Term Care Task Force urged the NCDHHS to
maximize use of federal dollars to fund long-term
care services by ensuring that Medicare pays
covered services for people eligible for Medicaid. In
the 2002 short session, the General Assembly
stipulated that NC Medicaid would cover care of
eligible nursing home residents only after appropri-
ate services had been billed to Medicare. The Task
Force also recommended a number of measures
to expand public funding of long-term care services
(especially Medicaid) to ensure the equitable
distribution of the funds and to reduce bias toward
institutional rather than home and community care
within the current system.

Over the past few years, the General Assembly
has directed the NCDHHS to examine ways to
expand private financing options for long-term care
services. The Senior’s Health Insurance Informa-
tion Program (SHIIP) of the NC Department of
Insurance (NCDOI), along with the NCDOA and
AARP, have led efforts to inform and educate the
public about the risks and costs of long-term care
and to promote the state and federal incentives
available for North Carolinians purchasing long-
term care insurance. The federal incentive involves
a tax deduction if medical and long-term care
expenses exceed 7.5 percent of income under the
Health Insurance Portability and Accountability Act
(HIPAA) of 1996. In North Carolina, the General
Assembly established an individual state income
tax credit of 15 percent of the premium costs of a
federally qualified LTC insurance policy, up to $350.
The state’s tax credit, which began January 1,
1999, will expire January 1, 2004, unless extended
by the General Assembly. As of tax year 2000,
almost 30,000 North Carolinians had taken advan-
tage of this provision. To a large extent, the low use
of the tax credit reflects the low long-term care
insurance penetration rate (1 percent of adults age
35 and older) in North Carolina (NCDFS 2000). In
North Carolina, the typical profile of the tax credit
claimant appears to be an older adult with taxable
income less than $30,000, claiming a $200 credit.
Long-term care insurance holders, as exemplified
in this profile, may provide some relief to the state if
in the next 10 to 20 years the insurance benefits
help them avoid becoming Medicaid recipients. The

annual cost of nursing home care, now around
$52,000 on average for a semiprivate room occu-
pancy (Metlife 2002), is projected to climb to
$191,000 by 2030 (US Senate Special Committee
on Aging 2002). However, the state’s long-range
goal must remain focused on attracting more baby
boomers and even younger persons to accept
personal responsibility for protecting against the
enormous cost of long-term care. Reflecting the
commitment to promote the use of long-term care
insurance, both North Carolina and the federal
government now have optional LTC purchase
programs available for their employees.
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Many older adults contribute to the state’s
economy as members of the paid workforce. In
2001, about 557,000 (301,000 men and 256,000
women), or 34 percent, of the North Carolinians
age 55 and older were in the labor force, represent-
ing about 14 percent of the state’s total workforce
(US Bureau of Labor Statistics 2002). Among men
ages 55 to 64, the national labor force participation
rate has increased modestly since 1994, reaching
67.2 percent in 2001 (Fullerton 1998). For men age
65 and older, the rate has remained stable in the 16
to 18 percent range since the mid-1980s. Over the
next 10 years, modest increases are expected for
men in both age groups. For female workers ages
55 to 64, the labor force participation rate was
reported at 52.9 percent in 2001 and is expected to
increase by another 10 percent by 2015. The labor
force participation rate among women age 65 and
older was 10.7 percent in 2001 and is expected to
remain constant. For many older persons, employ-
ment is an important way to stay engaged in the
community; for many more, it is an economic
necessity for both the earnings and the benefits
offered through pension and health insurance plans
(AARP 1999).

North Carolina’s older workforce is diversified,
ranging from highly skilled professional workers to
those who never finished high school and work at
minimum wage. Some of the issues facing older
workers are common, regardless of their circum-
stances, while other issues are specific to certain
groups. Issues of particular importance to older
North Carolinians and baby boomers today are
discussed below.
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Of all the types of discrimination complaints that
the Equal Employment Opportunity Commission
receives, age bias is showing the greatest
increase (CD Publications 2002). Complaints
typically concern hiring, firing, repeated verbal
abuse, and demotion. Discrimination is also
evident in terms of opportunities for training. A
national survey of employers in the US found that
companies were less likely to spend a substan-
tial amount on the training of workers age 50 and
older (Barth 1993). Today, a common belief
persists within the business community that
investing money in older workers is not cost-
effective, because they will not stay with the
employer long enough to provide sufficient return
on the investment (Encel 2000). On the other
hand, vocational training for older workers has
been successfully implemented as an integral
part of labor market policies in countries such as
Canada, France, Germany, Japan, and Sweden
(ILO 1995).

Today, much of the publicly supported job
training in North Carolina is offered through the
community college system. The state is nationally
recognized for its excellent community college
system, which offers two highly successful pro-
grams, the New and Expanding Industries Program
(NEIP) and the Focused Industry Training (FIT)
Program. However, many older workers— espe-
cially those without a high school education— will
not pursue these community college programs
without encouragement and supportive services.
Even when job training is available, older workers
are found among those less likely to participate,
and they often express fears about returning to
school for additional skill training (Watt 2001).
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Older workers with Social Security benefits and/or
private pensions often express a preference for
less than full-time work (e.g., working part time or
on contingent basis). On the other hand, many
older people displaced by plant closings or corpo-
rate restructuring seek but are unable to find full-
time employment. Others involuntarily move to
part-time employment owing to deteriorating health
or the need to provide health care to family mem-
bers. Employment in this transitional period be-
tween full-time work and full retirement is often
referred to as bridge work. According to Rix (2001),

as many as half of eventual retirees experience
some form of bridge employment. However, rarely
are these bridge jobs the result of formal phased
retirement programs. An introduction of formalized
bridge work within companies would be an impor-
tant step forward for employers to keep valued
employees and, at the same time, allow employees
to ease into retirement in a secure and familiar
environment. Moreover, it is likely to be increasingly
important in the future to offer more flexible work
options because declining sizes of the entry co-
horts to the workforce are predicted to lead to
shortages of qualified workers.
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There are over 269,000 North Carolinians,
constituting 16.4 percent of the population age 55
and older, living at 125 percent of the poverty
threshold or below (NCDOA 2002a). Approxi-
mately 32.4 percent of them (93,000)— many
women and/or minority group members— are
estimated to be in the labor force (NCDOA
2002c). Through the federal Senior Community
Service Employment Program (SCSEP), North
Carolina offers job training and employment in all
100 counties to older workers at this income
level who also have poor employment prospects.
North Carolina’s SCSEP, which is funded through
Title V of the Older Americans Act (OAA), assisted
about 2,200 workers in 2001 (NCDOA 2002d). An
expansion of this and other programs designed
to help older workers with low incomes become
more competitive in the labor market represents
an urgent need in North Carolina.
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In North Carolina, employment in manufacturing
industries (e.g., textile, apparel, and furniture) has
declined significantly in the past few decades as a
result of automation and international trade, as well
as cyclic economic downturns (NCESC 2001).
The US Department of Labor (2002) ranked North
Carolina among the top six states in layoffs in 2001.
The changing economy in North Carolina has
greatly affected older workers, reflected in the
increasing number of unemployed workers age 55
and older seeking job search assistance through
the NC Employment Security Commission: from
29,072 applications in 1999 to 41,503 in 2001
(NCESC 2002). Today, older workers who spent
most of their life earning a good income in a mill or
factory that is closing are likely to learn that their
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skills and work experiences will not get them a
new job (NC Commission on Workforce Devel-
opment 2002). Several factors make older
workers particularly vulnerable, including inad-
equate education, narrow work experience,
higher rates of illiteracy, lack of adequate job
training opportunities, barriers to relocation, and
lack of access to convenient transportation
services. Future work of the NC Commission on
Workforce Development and the JobLink Career
Development Centers, created in 1995, will be
vital to the skill development and counseling
necessary for incumbent and dislocated workers
to make the transition to new jobs.
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Today, the notion of living on “fixed” or “guaranteed”
retirement income is becoming rapidly obsolete,
and many older adults are finding that an increasing
portion of their income and assets depends on
choices they make in the market economy. In the
booming times of the 1980s and 1990s, many older
adults and baby boomers took advantage of invest-
ment opportunities through their retirement benefit
plans and other stock ownership programs, which
increased retirement savings beyond normal
expectations (AARP 2001). However, with the
current economic recession and stock market
downturn, many older adults and boomers have
soberly realized that they lack the knowledge and
skills necessary to plan successfully for retirement.
Experts point out that the need for long-range
financial planning is more evident now than at any
other time (AARP 2001, Clark 2002).

Continuing education programs at universities
and community colleges, retirement preparedness
sessions offered through employers, and special
programming at senior centers and other service
organizations are but a few examples of current
training opportunities, but they are not yet widely
available, nor are sufficient numbers of people
taking advantage of them. An example to improve
access to financial services for seniors is the AAA
effort at Region I in partnership with other stake-
holders to develop a money management educa-
tion and assistance program, using the AARP
model, with a focus on vulnerable older adults. The

importance of financial education and planning is
discussed below with respect to three important
sources of retirement income: Social Security,
pensions, and (for older adults with low-income)
public assistance.
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In North Carolina, about 92 percent of older adults
age 65 and over receive Social Security benefits
(NCDOA 2002e). According to the Social Security
Administration (SSA; 2001a), older adults receive
38 percent of their total income from Social Secu-
rity, making it the largest source of income for this
population. The major controversy surrounding
Social Security today is its long-term solvency.
According to projections made by the SSA (2001b),
the amount of the benefit payments will start
exceeding tax income in 2016. By 2038, Social
Security is projected to be able to meet only 72
percent of the benefit payments. The current
proposals to extend the financial integrity of Social
Security fall into two basic groups: those which
would retain the current structure while making
incremental changes to balance expenditures and
revenues; and those which would remake Social
Security to provide a basic benefit for everyone but
require the future beneficiary’s personal involve-
ment in managing how some portion of the funds
are invested.

Another significant factor in retirement planning
involves the age at which older adults start receiv-
ing Social Security benefits. Nationally, 72 percent
of older beneficiaries start receiving benefits prior to
age 65 at reduced rates. Women (75 percent) are
more likely to receive reduced benefits than men
(69 percent), according to AARP (2001). This trend
appears contrary to the gradual delay in the Social
Security’s eligible age with full benefit to 67.

 ��
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The extent of pension coverage has barely
changed over the past two decades. According to
the Survey of Consumer Finances, 41 percent of
families had some type of pension coverage in
1998 through the family head or partner’s current
job (Federal Reserve Board 2001). Although there
is no comparable information for North Carolina, it
is likely that the rates are similar or possibly lower
because of the prevalence of people in occupations
that do not typically offer pensions (e.g., agriculture,
forestry, fishing, sales, and service).
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1. In collaboration with the NC Institute on Aging and other partners, NCDOA will convene a special

meeting to bring attention to the need for a comprehensive approach to the economic security
issues facing older North Carolinians.

2. NCDHHS will consider the recommendations in the comprehensive study report on CAP/DA
services by the NCIOM in an attempt to serve the maximum number of people within the budgeted
appropriations for CAP services.

3. NCDHHS will ensure the maximum use of the NC Senior Care Program to assist eligible older
adults with their prescription medication costs and otherwise promote access to prescription
assistance.

4. NCDOA, SHIIP, and AARP will continue to lead an effort to educate the public about Medicare,
Medicaid, and long-term care financing options.

5. NCDOA will continue its work with the NC Commission on Workforce Development and other
partners to make job training and employment assistance programs more accessible to older
workers with low incomes, having limited education, and/or residing in economically struggling
regions and counties in the state.

6. NCDOA will partner with AAAs and other state and local stakeholders to explore ways to provide
financial management education with special emphasis on vulnerable seniors.

In the past, most workers with pensions were
covered by defined-benefit (DB) plans. Today there
is greater use of defined-contribution (DC) plans,
which has several potential implications for both
older adults in retirement and baby boomers. Unlike
the DB plans, the DC plans are typically portable,
but workers often must decide how much and
when to contribute. Delaying participation can
substantially reduce retirement benefits, and
because retirees and workers must choose how to
invest the funds, they bear the investment risk.
Within the past five years, workers and retirees
have clearly seen both the opportunities and the
dangers inherent in DC plans.

An important issue that affects the retirement
income of many older women involves their rights
to benefit from their husband’s pension in the event
of divorce or his death. The federal Retirement
Equity Act of 1984 requires that private pension
plans have a joint and survivor’s option. This
means that a pension benefit will continue as long
as either spouse survives. However, this protection
of spousal claims on pension benefits applies only
to private pensions. Because state pension plans
are not subject to the federal law, state govern-

ments are not required to offer spousal consent to
the waiver of a survivor pension. The majority of
states, including North Carolina, do not have
legislation or administrative policy governing spou-
sal disclosure or consent regarding retirement
benefits.
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While self-reliance is commendable and important
to the public coffers, the timely use of public assis-
tance is not only beneficial to individuals but also
may prevent more costly public spending later to
repair the harm caused by earlier neglect. For
example, only about 26 percent of older adults
eligible for federally funded food stamps are receiv-
ing this benefit, yet malnutrition remains a serious
problem for many seniors that can lead to far
greater health issues. Older adults and baby
boomers must become knowledgeable about
public and private resources available to assist
them with their needs that have implications for
their health and economic security. This is particu-
larly true for public assistance programs, because
older adults consistently underuse the programs for
which they are qualified.
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Celebrating North Carolina communities that chose to improve the quality of life
of seniors and their families
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� Advocates helped achieve significant expansion of prescription assistance for seniors.

� The future of senior centers was strengthened through implementation of the Senior Center Certifi-
cation Process and the Ann Johnson Institute for Senior Center Management.

� The work of the Aging Information and Assistance (I&A) Task Force led to revised service stan-
dards and progress toward a statewide system.

� The General Assembly increased funding for public transportation, rural general public services,
and the Elderly and Disabled Transportation Assistance Program (EDTAP).

� The General Assembly, in 2001, increased the Homestead Property Tax Exemption for low-income
elderly and disabled persons.

� The North Carolina Division of Aging (NCDOA) and Area Agencies on Aging (AAAs) achieved
national recognition for their implementation of the North Carolina Family Caregiver Support Pro-
gram, with the support of many partners.

� NCDOA and NC Department of Public Instruction expanded the Senior Education Corps (SEC),
linking senior volunteers with school children in 82 counties.

� The Senior Nutrition Program advanced the vision of “more than a meal” with new programs
emphasizing health and nutrition.

� The NC Senior Consumer Fraud Task Force worked closely with the NC Coalition for Responsible
Lending, the Attorney General’s Office, AARP, as well as many other agencies and organizations to
gain passage of the NC Predatory Lending Law in 1999.
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� State funding for Senior Centers and AAAs has been reduced, which diminishes their capacity to

help build senior-friendly communities.

� Development of a statewide system for I&A will require further funding.

� Substantial investment is needed to develop a viable transportation system for all citizens, espe-
cially seniors and disabled adults, throughout North Carolina.

� Many seniors with low incomes cannot afford adequate housing.

� Expansion and management of volunteer opportunities require adequate support.

� Building senior-friendly communities will require commitment, time, and resources.

While American society has a history of as-
sisting older adults in important ways, includ-
ing social security and public medical insur-
ance, it has fallen short in other areas. For
example, according to Howe’s paper on build-
ing aging-sensitive communities (2001; p. 2),

we have failed to make our communities
adequately “aging sensitive, thereby enabling
older people to maintain their independence
and ensuring efficiencies in providing services
to lessen the strain on [their] caregivers.”
Howe also notes that most American commu-
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nities “have evolved in a manner that either
requires people to move away when needs
change or forces them to make less than
desirable adaptations” (2001; p. 6).

The National Governors Association (NGA
2001) has acknowledged that a combination of
public, private, and philanthropic investment in
communities is essential in preparing for the
transformation that aging baby boomers will
bring as they begin to retire toward the end of
this decade. The NGA has launched a new
initiative specifically designed to help states
create policies and programs to aid the nation’s
communities in meeting the challenge.

By focusing this concluding chapter of the
2003–2007 NC Aging Services Plan on develop-
ing senior-friendly communities, the NC Division
of Aging proposes that the future health, wealth,
and social integration of seniors depends largely
on what happens locally along with state and
national developments. The NC Progress Board
stated in its long-range plan, NC 20/20 (2001),
that an ultimate goal of the state is to make North
Carolina a safe and vibrant place to live for all
citizens, while respecting the unique character of
its communities. This State Aging Plan em-
braces that goal and advances the following
concept of senior-friendly community as one of
its key components:

A senior-friendly community offers a wide range of
social and economic opportunities and support for

all citizens, including seniors; values seniors’
contributions to the community; promotes positive

intergenerational relations; considers the needs
and interests of seniors in physical and community
planning; respects and supports seniors’ desires

and efforts to live independently; and, acknowledg-
ing the primary role that families, friends, and
neighbors play in the lives of older adults, en-

hances their capacity for caring.

���

While nearly every community in North Carolina
will see greater numbers of older adults in the
future, many may not readily or easily see the
effect of this aging nor respond proactively to tap
the resources and meet the needs of their
seniors. The proposed senior-friendly community
is not only a desirable goal but a necessity for

the interests of older adults, their families, and
also for the communities themselves.

As the state agency responsible for adminis-
tering programs under the Older Americans Act
(OAA), the NCDOA is charged with helping
“older people to secure equal opportunity to the
full and free enjoyment” of the many objectives
articulated under the OAA. While achievement of
these objectives requires significant federal and
state support, their realization ultimately requires
the development of communities that:

� understand and accommodate the special
needs of seniors, especially the most vulner-
able.

� assure social and economic opportunities in
employment, volunteering, and community
service, without regard to age.

� facilitate independence through responsive
transportation services and such physical
considerations as easy-to-read street signs
and well-lighted and accessible sidewalks.

� guarantee suitable and affordable housing.

� encourage meaningful activity with a wide
range of civic, cultural, educational, spiritual,
and recreational opportunities.

� provide access to well-coordinated support-
ive services.

� support people’s independence and the free
exercise of individual initiative in planning and
managing their own lives.

Communities that respect and work toward
achieving these objectives are senior-friendly.
They enable senior households to remain an
integral part of their community, however they
chose to define it.

A senior-friendly community is not a term
bound by any jurisdiction established for admin-
istrative purposes by government agencies. At
the center of each senior-friendly community
stands a neighborhood with older residents. The
focus of senior-friendly community initiatives is
individuals, neighborhoods, agencies, organiza-
tions, and programs— public and private—
collaborating to remove barriers to services and
opportunities and improve the quality of life of
older adults wherever they live.

The NCDOA chose the Bladen County
community of East Arcadia for the 2002 Ernest
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B. Messer Award because it has excelled in
addressing the needs of its older adults. While it
is a small community with comparatively few
material resources, it is nonetheless rich in
vision, commitment, and action. With leadership
from the East Arcadia Senior Citizens’ Associa-
tion and the support of the AAA, the faith commu-
nity, and other partners, East Arcadia’s 524
citizens (as of the 2000 Census) have proved
that it is possible to make significant progress in
making their community senior-friendly. Commit-
ted to achieving successful aging for its citizens,
their accomplishments just since 2001 have
included:

� developing a satellite adult learning center
staffed by Bladen Community College.
Recently, a 91-year-old resident of East
Arcadia received his G.E.D.

� partnering with the faith community to have a
volunteer-run telephone reassurance pro-
gram and teams of volunteers helping with
home repairs and improvements for older
adults.

� receiving a grant from the Dr. Martin Luther
King, Jr., Foundation to strengthen the bonds
between the community’s seniors and its
youth.

� developing a congregate nutrition site as a
central meeting place for its seniors that
attracts more than 40 participants each day.
With volunteers, the site has expanded to
include activities for the mind and body.

� securing property— through local fundraising,
a little state senior center funding, and assis-
tance from rural development— to build a
senior center.

To help replicate the success of East Arcadia
statewide, the NCDOA will develop partnerships
with the state’s 17 Area Agencies on Aging,
along with many other public and private inter-
ests, including North Carolina’s strong network of
local aging service providers. Because nearly
every aspect of society will be affected by the
aging of the population, the tasks of becoming
senior-friendly are enormous. Advocacy and
planning are essential activities for helping the
state and communities become aware of the
changes inherent in an aging society. These are
two of ten activity areas discussed in this chap-

ter that the NCDOA considers key to building
senior-friendly communities in ways that are
consistent with the mission of the NCDOA and
AAAs under the OAA and state statute. The other
eight areas are senior centers, information and
assistance (I&A), family caregiver support,
volunteer coordination, nutrition, housing, trans-
portation, and consumer protection. Progress in
all ten of these areas should strengthen the
preparedness of North Carolina communities to
enhance the quality of life of today’s older North
Carolinians and their families, as well as improv-
ing the outlook for future cohorts of older adults.
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For North Carolina and its communities to be
senior-friendly, there must be entities that can
focus attention on the needs and interests of
seniors, individually and as a group. The OAA
authorizes state agencies on aging to serve as
effective and visible advocates for older adults.
The NCDOA has embraced this charge and is
involved in numerous advocacy efforts on behalf
of older adults in North Carolina, ranging from
those that pertain to a single older person to
those that affect large numbers of seniors. In its
advocacy, the NCDOA works with a wide range
of public and private partners. Success in this
area is illustrated by the NCDOA’s role in advo-
cating for prescription drug assistance for se-
niors, a top priority issue of senior advocacy
groups for the last five years. In December 2001,
the Health and Wellness Trust Fund Commis-
sion voted to allocate $90 million over the course
of three years from tobacco settlement funds to
establish a limited prescription drug assistance
program for adults 65 years of age and older.

North Carolina is fortunate to have numerous
advisory and advocacy groups concerned with
seniors. Two of these groups, the Senior Tar
Heel Legislature (STHL) and the Governor’s
Advisory Council on Aging, are authorized by
state legislation, with staff support provided by
the NCDOA. The current priorities of these two
groups, along with those of the North Carolina
Study Commission on Aging and the North
Carolina Coalition on Aging, are reviewed in
Appendix A of this Plan.

Another important component of advocacy is
the State Long-term Care Ombudsman pro-
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gram, administered by the NCDOA. It is de-
signed to advocate for older adults individually
and, at the same time, address overall systemic
issues. The ombudsman program works on
behalf of residents in nursing and adult care
homes and operates through a network of
statewide ombudsmen, regional ombudsmen
located in the AAAs, and over 1,300 “grassroots
ombudsmen” who serve on local community
advisory committees. In FFY 2001, the ombuds-
man program processed over 3,600 complaints
from residents of long-term care facilities and
their families, with 84 percent of these com-
plaints fully or partially resolved. The NCDOA
also administers the legal assistance program,
required by the OAA, which gives particular
emphasis to those who are vulnerable due to
economic concerns or frail health, and who lack
knowledge about their rights or are unfamiliar with
the available avenues to redress grievances.

Other state agencies also have important
roles in promoting the interests and rights of
seniors. Most especially, this includes the NC
Division of Social Services (NCDSS), in adminis-
tering the Adult Protective Services (APS) and
Guardianship programs, and the Seniors’ Health
Insurance Information Program (SHIIP) in the
Department of Insurance. APS and guardianship
are services that the NC Institute of Medicine
Task Force on Long-Term Care described as
essential to individuals who have functional,
medical, or cognitive impairments (see the
chapter on long-term care and aging for a dis-
cussion of these services).
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All people need places that offer them identity,
opportunities, and assistance. For some, these
are places of employment, education, or wor-
ship. Others find what they need in their civic or
fraternal affiliations. For many older adults,
senior centers help serve this function. Senior
centers also serve a vital role in the community
by providing a focal point for services to promote
independence and wellness for older adults.
While senior centers are primarily locally fi-
nanced, the NCDOA provides three funding
sources designed to support and improve their
operations: Senior Center Operations, Senior
Center General Purpose funding, and Senior

Center Outreach. Senior Center Operations is
one of 18 services that counties may choose to
fund through the Home and Community Care
Block Grant (HCCBG). The General Assembly also
provides appropriations for Senior Center General
Purpose funding and Senior Center Outreach. The
funding for General Purpose support and Outreach
has been reduced by nearly 30 percent in SFY
2002–2003 from the previous year. The combined
federal and state allocation for these programs is a
little under $2.8 million for SFY 2002–2003.

The 1999–2003 Aging Services Plan identi-
fied strengthening the capacity and role of senior
centers as a major goal. The NCDOA has
moved to achieve this goal by successfully
implementing the Senior Center Certification
Process and the Ann Johnson Institute for Senior
Center Management.

The Senior Center Certification Process
recognizes senior centers that meet specific
criteria established for two models— Centers of
Excellence and Centers of Merit. As of January
2003, there were 20 Centers of Excellence and
10 Centers of Merit among the 158 existing and
developing senior centers that receive state fund-
ing. The state’s budgetary difficulties have limited
the ability of the NCDOA to offer a financial incen-
tive to certified centers, which is an important
aspect of the certification program.

The Ann Johnson Institute provides leadership
and career development training for senior center
personnel. The NCDOA has developed and offered
three of the six training modules of this curriculum
since November 2001.

Beginning in 2003, the NCDOA plans to begin
an important third step in strengthening senior
centers. Given the aging of the population, espe-
cially driven by baby boomers, the NCDOA will
convene a work group to develop a model of the
Center of the Future. A 2001 survey of senior
centers in North Carolina (Salmon 2002), con-
ducted for the NCDOA, revealed some of the
challenges that centers and communities face in
preparing to meet the needs and interests of baby
boomers. These include growing numbers of
participants and increasing expectations for cen-
ters whose facilities, staffing, and funding are
inadequate.
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A major frustration for many people is not know-
ing whom to call when there is a question or
problem. Their frustration is made worse when
they are referred from one organization to an-
other and still are not helped. For seniors, such
experiences create a very unfriendly community,
sometimes with consequences that are person-
ally devastating.

Shortly after the 1999–2003 Aging Services
Plan was presented, the Governor’s Advisory
Council on Aging acted on the plan’s goal of
helping older adults make informed choices,
whether they are planning for retirement, facing
the changes of later life, or seeking immediate
help. The advisory council held a special sympo-
sium and recommended that the NCDOA initiate
a process to develop a comprehensive, profes-
sional, and uniform information resource system
that could empower all citizens of North Carolina
with up-to-date, reliable, and easily accessible
information and assistance (I&A). The NCDOA
responded to the Council’s charge to lead in the
development of I&A, with the support of a special
I&A Task Force.

The NC Long-Term Care Plan endorsed
the importance of I&A as one of the core
services that should be available to all older
and disabled adults and their families through-
out the state (NCIOM 2001). In 2002, the
NCDHHS committed $100,000 from the Mental
Health Trust Fund to conduct a study to evalu-
ate the feasibility of global access to commu-
nity resource information across North Caro-
lina, as an important support for individuals
and families seeking services.

By June 2003, the NCDHHS expects to have
a clear strategy for building an effective state-
wide I&A system that should expand existing
local and regional information and referral data-
bases, be linked to the CARE-LINE and
2-1-1 services, and be accessible throughout the
state via the Internet. The NCDOA will continue
to work collaboratively with all I&A providers in
the state (e.g., the NC United Way and its 2-1-1
Call Centers and the DHHS Office of Citizen
Services and its CARE-LINE service) to improve
older adults’ access to information and services.
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Senior-friendly communities are also family-
friendly because they sustain the efforts of
families to care for their members, particularly
those with disabilities. The support of family
caregivers is crucial to maintaining quality long-
term care in North Carolina, as discussed in the
chapter on long-term care and aging.

In establishing the Family Caregiver Support
Program (FCSP) in 2001, the NCDOA envi-
sioned a future when families would enter
caregiving with the knowledge and assurance
that they could call upon the business, faith, and
health and human service communities to assist
with information, counseling, problem solving,
respite, and formal services when needed.
Toward this end, the NCDOA asked each of the
state’s AAAs to create a position of Family
Caregiver Resource Specialist. The primary
responsibility of the Family Caregiver Specialists
is to lead numerous activities designed to in-
crease caregiver support in the following five
areas: (1) information about available services;
(2) assistance in gaining access to these ser-
vices; (3) counseling, organization of support
groups, and caregiver training; (4) respite care;
and (5) supplemental services, on a limited
basis, to complement the care provided by
caregivers.

Input from family caregivers, obtained in a
variety of ways, is considered a cornerstone of
FCSP development, as is a focus on developing
partnerships that can extend the limited funds
allocated to this program (a little under $2.8
million in federal funds for SFY 2002–2003).
These collaborative efforts have helped to build a
nationally recognized program. Partners include
the Duke Family Support Program, AARP, the
NC Cooperative Extension Service, the Center
for Aging Research and Educational Services
(CARES) at UNC-Chapel Hill, the Carolinas
Center for Hospice and End-of-Life Care, and the
NC Alzheimer’s Association Chapters. Recently,
the NCDOA established a Steering Team for the
FCSP, with leaders from education, business,
health and human services, and the faith com-
munity to help direct the program’s future devel-
opment and generally bring about positive
changes in support of caregivers.
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Community spirit is best seen through the efforts
of volunteers who respond to help friends, neigh-
bors, and fellow citizens. No group embodies the
volunteer spirit better than older adults. According
to a statewide survey conducted in 2000 (Guseh
and Winders 2001), almost 60 percent of adults
age 60 and older volunteer. While not normally
seen as a form of volunteerism, grandparents
raising grandchildren is yet another example of how
seniors are contributing to their families and com-
munities. The 2000 Census reports that almost
80,000 grandparents are their grandchildren’s
principal caregivers in North Carolina. These
numbers show that older North Carolinians are
highly productive in providing valuable services in
their communities.

The NCDOA sees volunteerism as vital to
senior-friendly communities. Every community
depends on volunteers for such critical services as
home-delivered meals and home repairs. In fact,
the NCDOA recognizes the importance of
volunteerism in every program it administers (e.g.,
the state ombudsman program, family caregiver
support program, and senior center operations).
The value of volunteerism, though, extends well
beyond seniors serving other seniors.

The NCDOA, in collaboration with the NC
Department of Public Instruction, is working to
develop the Senior Education Corps (SEC)
statewide. The SEC is an intergenerational
program linking the experience, talent, and
cultural awareness of seniors with the enthusi-
asm, curiosity, and desire to learn of school
children. In 2000, with a $35,000 grant from the
Z. Smith Reynolds Foundation, the NCDOA
convened a statewide conference, “Connect for
Success,” in Winston-Salem, gathering repre-
sentatives from the school systems and aging
organizations, as well as senior volunteers. The
NCDOA also awarded mini-grants to counties to
help establish and expand their SEC programs.
Currently, 82 counties have active SEC pro-
grams. Additionally, the NCDOA sponsors two
Foster Grandparent Programs, which provide
small stipends to seniors, meeting the low-
income criteria, to serve as foster grandparents
or extended family members to children and
youth in hospitals, schools, correctional institu-
tions, and day care centers.
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Food, shelter, and transportation are clearly
essential to everyone in a community. Senior-
friendly communities are concerned that many
older adults are still at risk of malnutrition, live in
inadequate housing, and lack the ability to travel
freely and safely.

*	�������
The NCDOA administers the Senior Nutrition
Program to provide meals to older adults in
group settings and individual homes. The former
is commonly called “congregate nutrition ser-
vices,” which are offered at such places as
senior or community centers, churches, or
schools. The service of delivering meals to
individual homes is known as “home-delivered
meals” or “meals on wheels.” The primary focus
of the Senior Nutrition Program remains to serve
hot, nutritious meals to older adults; this is
especially important because 41 percent of
congregate participants and 89 percent of those
receiving home-delivered meals are at moderate
to high risk of malnutrition (NCDOA 2002).
Additionally, the OAA envisioned these programs
being “more than a meal” and encourages the
provision of related services including nutrition
screening, education, and counseling. These
services help older adults identify their nutritional
needs to remain healthy and to manage nutrition-
related chronic conditions such as heart dis-
ease, hypertension, and diabetes.

The congregate meal program offers older
adults opportunities for social interaction, mental
stimulation, and informal support. The home-
delivered meal program allows volunteers who
deliver meals an important opportunity to check
on the status of homebound older adults and to
help the nutrition provider to alert appropriate
agencies if additional assistance is needed. The
programs also offer active older adults the
opportunity for valuable community service.
Many home-delivered meal volunteers are
themselves older adults. These volunteers
perform not only the necessary and time-con-
suming task of delivering meals individually, but
they also enjoy and provide the opportunity for
social interaction and companionship.
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Helping older adults learn to shop for and
prepare meals that are economical and address
any special dietary needs is another important
goal of the Senior Nutrition Program. To this end,
the program helps older adults connect with
such other health or supportive services as
transportation, in-home and home-health aide
services, home modification, and food assis-
tance programs such as food stamps. In 2000,
the NC Cooperative Extension Service partnered
with the NCDOA to provide the nutrition educa-
tion program called “Partners in Wellness.” The
NCDOA also collaborated with the Division of
Public Health and the NC Department of Agricul-
ture to implement the Senior Farmers Market
Nutrition Program that allows seniors to use food
stamps to purchase fresh produce at the local
farmers market. Most recently, the NCDOA
worked with the Division of Social Services to
secure a federal grant from the US Department
of Agriculture to test different outreach methods
to improve food stamp participation among older
adults. Currently, only about 26 percent of eligible
older adults in North Carolina take advantage of
this 100 percent federally funded benefit
(NCDSS 2002).
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In North Carolina, 31 percent of all homeowners
are age 60 and older, yet among older home-
owners, over 76,000 reported incomes for 1999
that were below poverty (US Census Bureau
2002, SF3, HCT24). This figure represented 47
percent of the homeowners of all ages with
income below poverty and exceeded the national
average of 42 percent. Among renters age 65
and older who provided information, 53 percent,
or almost 48,000, spent more than 30 percent of
their household income on rent. Furthermore,
based on 2000 Census information, almost
5,000 North Carolina homeowners and renters
age 65 and older lack complete plumbing facili-
ties in their homes.

More disturbing news is found in the statis-
tics of emergency shelters— where the largest
increase among the homeless between 2001
and 2002 in North Carolina were among those 55
and older. While the total population of homeless
reported by shelters increased by 5 percent
during this period, the older homeless grew by
71 percent (totaling 3,494 persons in 2002),

according to the NC Office of Economic Oppor-
tunity (2002). These statistics profile the difficul-
ties many older North Carolinians face in secur-
ing good and affordable housing for themselves
and their families. For this reason, the NCDOA
works closely with aging advocacy groups, the
NC Housing Finance Agency, and others to
promote safe, affordable, and accessible hous-
ing as a priority of older North Carolinians with
low incomes.

Since 1999, the Governor’s Advisory Council
on Aging and the STHL have emphasized three
housing issues: (1) increasing property tax relief for
older and disabled adults with low incomes,
(2) passing legislation to require the licensure of
mortgage brokers, and (3) expanding the availability
of affordable rental property for older adults with low
incomes. They achieved some success in their
advocacy. In its 2001 Session, the General Assem-
bly increased the Homestead Property Tax Exemp-
tion for older and disabled persons with low in-
come. The 2001 General Assembly also ad-
dressed the second concern by requiring mortgage
bankers and brokers to be licensed by the state
(S.L. 2001-393 [S904]).

Less progress has been made in helping to
provide affordable housing. In 2002, the NCDHHS
established a Housing Workgroup to address the
affordability of housing for individuals with low
incomes. The NCDOA and others in the workgroup
review NC Housing Finance Agency (NCHFA) tax
credit applications to determine if they meet the
specific needs of the intended clients. As of 2002,
101 affordable rental apartment units have been
approved under the tax-credit program adminis-
tered by the NCHFA. Still, the state’s experience
with hurricanes aggravated an already serious
situation, only made worse with a reduction in
funds available through the Housing Trust Fund,
which was cut from $8 million in 2000 to $3
million in 2001 and $2.7 million in 2002. While
North Carolina also has Urban Development’s
Section 8 housing vouchers, aging advocates are
concerned that these funding sources are never-
theless inadequate for the housing needs of many
older adults. The Governor’s Advisory Council on
Aging intends to hold a special forum on the hous-
ing needs of seniors in 2003.
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More than 80 percent of adults in North Carolina
age 65 and older have active drivers’ licenses.
They provide their own transportation and often
drive many volunteer miles for family members
and friends who need rides to stores and medi-
cal appointments. The issue of driver safety will
become increasingly important: There will be
more older drivers on the road in the near future
as baby boomers age. Encouraging drivers to
update their skills in courses such as AARP’s
Driver Safety Program will help keep older
drivers safely on the road longer. The state also
must be interested in designing roadways and
pedestrian areas with older adults in mind.
However, many older adults eventually require an
alternative to driving.

There are some transportation services
available in every North Carolina county. In most,
the public transportation system serves both the
general public and the clients of human service
agencies. In a few counties without public trans-
portation, there are human service transportation
systems that provide services to clients of these
agencies.

Because transportation services are funded
and administered both by the NC Department of
Transportation (NCDOT) as well as human
services agencies, coordination is very impor-
tant. To facilitate this coordination, the NC Hu-
man Service Transportation Council advises
NCDOT, NCDHHS, and other state agencies
concerning human services transportation policy.
In 2002 NCDOT also funded a Human Services
Transportation Program Administrator position
located in the NCDHHS. NCDOT and NCDHHS
have established an interagency Transportation
Report Information Project (TRIP) team to review
current policies and procedures and identify
where improvements can be made in delivering
and reporting on transportation services. The
NCDOA has a designated representative on the
NC Human Service Transportation Council and
the interagency TRIP team.

Funding increases for public transportation,
rural general public services, and transportation
assistance for seniors and people with disabili-
ties have been major accomplishments during a
period when state budget constraints in other
areas have reduced services. Annual state

funding for public transportation has more than
doubled, from $34 million in 1999 to almost $84.5
million in 2002. The 2002 allocation included $5.5
million to the Elderly and Disabled Transportation
Assistance Program (EDTAP), which was
specifically designed for transportation services
to older adults and younger adults with disabili-
ties. Additionally, the NCDHHS has estimated
that its agencies expended more than $43.5
million in 2001 for transportation services
through such programs as Medicaid, Work First,
the HCCBG, services for the blind, vocational
rehabilitation, and other programs.

The Governor’s Advisory Council on Aging
identified expanding transportation services as
one of the major issues at its 2000 Symposium
on Serving Older Adults in Rural Areas (Bearon
2000), and the council plans to hold a special
forum on transportation in the near future.
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While we would like to think that all sectors of
society would support the concept of senior-
friendly communities, there are some individuals
who see older adults as easy prey for their
ruthless schemes. Consumer fraud that targets
seniors is a growing problem, not just in North
Carolina, but nationwide.

The fast growth of businesses that use
telemarketing has accelerated the proliferation of
telemarketing operations. According to the NC
Attorney General’s (AG’s) Office, today, it is
estimated that over 140,000 telemarketing firms
are in operation in the US, with 10 percent of
them believed to operate as illegal “boiler
rooms,” stealing an estimated $10 to $40 billion
nationwide each year from consumers. The NC
AG’s Office estimates that consumers lose
$200 to $300 million each year to these fraudu-
lent telemarketers. Losses of $50,000 to
$100,000 for a single victim are not uncommon.

While these fraudulent telemarketers prey on
people of all ages, seniors are their favorite
targets. In just one week in 2002, the
Telemarketing Fraud Prevention Project in the
NC AG’s Office detected eight different
telemarketing fraud “hits” on seniors, with total
losses amounting to $145,000. Other types of
frauds (e.g., identity theft; home repair frauds;
and deceptive sales, contests, or sweepstakes)
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are also rampant. For example, unscrupulous
contractors offer “super bargains” on home
improvements or repairs, but having taken the
consumer’s money, leave the job unfinished or
improperly done. Some companies use high-
pressure sales tactics to sell older consumers
expensive products that are of little or no benefit.

In response to the rapid growth of consumer
fraud that targets seniors in North Carolina, the
NCDOA joined forces with AARP and the NC
AG’s Office to establish the NC Senior Con-
sumer Fraud Task Force in 1998. The task force
brings together federal, state and local law
enforcement agencies, aging advocates, the
aging network, state and local Better Business
Bureaus, and crime prevention agencies. One of
the task force’s primary missions is to educate
consumers about fraud and scams operating in
North Carolina and teach them how to avoid
becoming victims. The NC AG’s Office regularly
disseminates “Consumer Fraud Alerts,” de-
signed to inform consumers about the latest
scams and other deceptive practices operating
in the state. These alerts are posted on the
NCDOA website.

The Senior Consumer Fraud Task Force
worked closely with other key stakeholders to get
the NC Predatory Lending Law of 1999 passed.
This law is considered one of the strongest
predatory lending laws in the country. Aging
advocates continue to promote other consumer
protections, including passage of the “Do Not
Call” legislation.
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While this chapter began with advocacy, be-
cause it is the first building block for developing
senior-friendly communities, it concludes with
planning and evaluation, a vehicle to realize the
advocated changes and improvements in North
Carolina. Planning and evaluation activities use
increased awareness to help construct and
sustain communities that are senior-friendly.

The NCDOA plays a leadership role in
conducting planning and evaluation activities that
lead to creating senior-friendly communities in
North Carolina. Specifically, the NCDOA’s plan-
ning and evaluation activities are guided by three
distinct yet interrelated tasks: increasing the
focus on results, expanding local capacities, and

improving collaboration across agencies and
programs.

The focus on results is indirectly but clearly
driven by the federal Government Performance
and Results Act (GPRA) of 1993. The GPRA
compels federal agencies and programs to set
performance-oriented goals and establish a
mechanism to measure the degree to which
these goals are met (US General Accounting
Office 1997). Since 2000, the NCDOA has
participated in the national, GPRA-prompted
Performance Outcome Measures Project
(POMP), designed to develop measures suitable
for assessing the performance of community-
based aging services. The AAAs in Regions I and
N; Johnston County Council on Aging; Senior
Services, Inc., of Forsyth County; and the CARES
program at the UNC-Chapel Hill School of Social
Work are the NCDOA’s partners in this project.

The NCDOA is interested in expanding local
capacities to encourage community ownership
and full participation in planning and evaluation
activities for creating senior-friendly communities
throughout North Carolina. In 2002, the NCDOA,
with support from the NCDHHS Long-term Care
Cabinet, developed an approach to support local
planning for long-term care (see the chapter on
long-term care and aging for further discussion
of this). The NCDOA has also emphasized
community planning in its development of the
North Carolina Family Caregiver Support Pro-
gram. The NCDOA is interested in pursuing
other means of supporting communities as they
assess the extent to which they are senior-
friendly and pursue strategies to respond to the
aging of their populations. North Carolina can
learn from the experience of AARP in its develop-
ment and use of Livable Communities, an
evaluation guide that helps communities to
create an environment that supports independent
living as people get older (Pollack 1999). The
NCDOA anticipates assisting North Carolina in
joining the National Governors Association (NGA)
and other states in examining policies and
practices that can help communities adapt to
meet the needs of older citizens.

In supporting communities becoming senior-
friendly, collaboration among agencies and
programs, public and private, is imperative. In the
past several years, the NCDHHS and its divisions
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The NC Division of Aging, working with the state’s 17 Area Agencies on Aging along with many other
public and private interests, including North Carolina’s strong network of local aging service providers,
and aging advocates will:

1. Convene a task force to develop a blueprint for designing senior-friendly communities.

2 Enhance the voluntary process of certifying senior centers as “Centers of Excellence” and “Cen-
ters of Merits” and begin developing a model of the Center of the Future that will be responsive to
the needs and interests of baby boomers.

3. Help address community needs, including services for vulnerable seniors and children, through the
promotion of volunteer opportunities that enable older adults to use their skills, experience, and
knowledge.

4. Promote a statewide, comprehensive, professionally administered, and computerized system for
Information and Assistance (I&A) that assists seniors and their caregivers in locating and access-
ing needed services.

5. Educate seniors and their families about consumer fraud and other deceptive practices that par-
ticularly target this segment of the population.

In addition,

6. The Governor’s Advisory Council on Aging will hold special forums on transportation and housing
to develop recommendations for the Governor and the DHHS Secretary to strengthen these com-
munity supports.

have implemented several initiatives to strengthen
the collaborative approach to planning and evalua-
tion. A prime example is the establishment of the
Long-term Care Cabinet, a body composed of the
division directors to coordinate all long-term-care–
related work across the department. A product of
collaboration is the 2001 report of the North Caro-
lina Task Force on Aging and Developmental
Disabilities that provides a blueprint for improving
the quality of life for older persons with develop-
mental disabilities. Other examples of collaboration
cited in this chapter include the NC Human Service
Transportation Council, the NCDHHS Housing
Workgroup, and the Family Caregiver Steering
Team. All of these efforts of interagency and cross-
program collaboration are essential to helping North
Carolina energetically and deliberately prepare for
the challenges and opportunities we will face as our
population ages.

���

The themes that have guided this Aging Plan, as
discussed in Chapter 1, can also serve the
communities as they seek to become more
senior-friendly. These communities will draw on
the talents and resources of active seniors while
enhancing services for those who are vulnerable
because of their health, economic hardships,
social isolation, or other conditions. They will be
judged by how well they value diversity and
address disparities among their increasingly
diverse older population. They will assure stew-
ardship of formal and informal resources as they
respond to the needs of today’s seniors while
helping aging baby boomers and younger gen-
erations prepare for the future.

���
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Representing the concerns of older adults, their families, and communities

North Carolina is fortunate to have a number of groups whose members actively study and represent
the views of older adults to state and local government. Three of these groups— the NC Senior Tar
Heel Legislature (STHL), the Governor’s Advisory Council on Aging (Council), and the NC Study
Commission on Aging (Commission)— have authority under state law to present their recommenda-
tions for improving the well-being of seniors. Additionally, the NC Coalition on Aging (Coalition) is also
highly influential as the focal point of many and varied organizations working together to set a legisla-
tive agenda to improve the quality of life for older adults.

The STHL was created by the General Assembly in 1993 with the passage of S.B. 479. With one
delegate (plus in some cases an alternate delegate) from each of North Carolina’s 100 counties, the
STHL assesses the needs of older citizens and establishes annually three to five priorities for consid-
eration by the General Assembly. The Governor’s Advisory Council is charged in NCGS 143B-180
with making recommendations to the Governor and the DHHS Secretary to improve services to older
adults. The Study Commission on Aging, created by the State Study Commissions and Committees
Act of 1987 (Chapter 873, Section 13.1), is responsible for studying the issues of availability and
accessibility of health, mental health, social, and other services needed by older adults. The NC
Coalition of Aging’s 38 organizations, which include AARP-NC and many trade and consumer organi-
zations, are committed to addressing the needs and promoting the dignity, self-determination, well-
being, and contribution of seniors— both as individuals and within the context of their families and
communities.

The table shows priorities that at least two of the organizations have identified as recommenda-
tions for the 2003–2004 State Fiscal Year. The STHL set 5 priorities, the Council and the Coalition
each identified 10, and the Commission recommended 16.

All four groups voiced support for maintaining the Community Alternatives Program for Disabled
Adults (CAP/DA) as a means of enabling persons to remain in their homes as long as possible. While
supporting CAP/DA, the Commission also encouraged further examination of the program to assure
its effectiveness. All four groups expressed concern that there are still barriers to implementing
national criminal background checks for employees of long-term care facilities. Three of the four
groups encouraged continued support of the Home and Community Care Block Grant (HCCBG),
especially for impaired older adults, and they recommended making permanent the state income tax
credit for long-term care insurance premiums.
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Groups
The NC Senior Tar Heel Legislature (STHL)
The Governor’s Advisory Council on Aging (Council)
The NC Study Commission on Aging (Commission)
The NC Coalition on Aging (Coalition)
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Maintain CAP/DA as a viable service �� � � � 

Assure implementation of national criminal background checks for 
employees of long-term care facilities 

� � � � 

Maintain support of the Home and Community Care Block Grant  � � �  

Continue improving access to prescription drugs for older adults with low 
and moderate incomes 

 � � � 

Make permanent the state income tax credit for long-term care insurance 
premiums  

 � � � 

Strengthen dental care services for residents of long-term care facilities � �   

Support the development and operation of senior centers � �   

Increase state revenues to provide services for older adults  �  � 

Strengthen the direct care workforce; support of increased nurse aide 
salaries and benefits 

  � � 

Expand the Special Assistance In-Home Demonstration    � � 

 

Table A1. Top Legislative Priorities of Advocacy Groups
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Serving older adults, their families, and communities

Various divisions and offices within the Department of Health and Human Services have identified
their major activities and future directions for the next four years in support of older adults and their
family caregivers. Several agencies from other departments have also identified significant initiatives
involving older North Carolinians. Collectively, these activities and initiatives serve to promote the
goals of the State Aging Services Plan to improve the health, socioeconomic status, and social
integration of seniors within their communities. They are also consistent with the plan’s major themes
of drawing on the talents and resources of active seniors, enhancing services for vulnerable older
adults, valuing diversity while addressing disparity, being responsible stewards by maximizing formal
and informal resources, and assisting baby boomers and younger generations to prepare well for their
future.

�	(	�	��������)--	�����-����
������������-������������������.��(	���
�
	�
7��	(	�	����-
In maximizing resources to offer home and community-based services and support for seniors and
their caregivers, the Division will work with Area Agencies on Aging and local providers to:

� assure appropriate use of funding sources in delivery for services, enhancing consumer
contributions, and promoting reasonable unit rates for services by strengthening policies and
practices for screening and referring clients.

� assure adequate monitoring of the administration and delivery of services, in keeping with the
DHHS’s renewed emphasis on accountability of public resources.

� support and participate in the Performance Outcome Measures Project, funded by the US
Administration on Aging, and participate in the DHHS initiative to establish performance-based
contracts.

In strengthening local capacity for responding to an aging society, the Division will:

� take the lead in organizing and implementing “A Communications and Planning Network to
Support Families in Their Long-Term Care Roles,” which is based on recommendation no. 16
of NCIOM’s 2001 Long-Term Care Plan for North Carolina. The Division will work with at least
two or three volunteer counties or multicounty regions to support local planning for the long-
term care of older and disabled adults.

� enhance the voluntary process of certifying Senior Centers as “Centers of Excellence” and
“Centers of Merit” and begin developing a model of the “Center of the Future” that will be
responsive to the needs and interests of baby boomers.

� increase the statewide availability of medication management services by coordinating Title III-
D funds with the Senior Care medication management program, administered by the Office of
Research, Demonstrations, and Rural Health Development.
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� address health disparities that exist among various groups of seniors through collaboration
with the Division of Public Health and its Office of Minority Health and Health Disparities, and
others.

� educate members of the media about aging and senior issues in collaboration with DHHS
Public Affairs.

� help address community needs, including services for vulnerable seniors, through the promo-
tion of volunteer opportunities that enable older adults to use their skills, experience, and
knowledge.

In supporting individuals and families in their efforts to manage their current affairs and prepare for the
future, the Division will:

� promote a statewide comprehensive, professionally administered, and computerized I&A
system that assists seniors and their caregivers in locating and accessing needed services by
building upon the Information and Assistance (I&A) Feasibility Study, conducted in early 2003.

� promote healthy aging program development and collaboration by working closely with the
Division of Public Health, the Institute on Aging, and other stakeholders.

� support consumer-directed care for seniors and their family caregivers by assisting the Office
of Long Term Care in developing appropriate service delivery models.

� expand efforts as a visible elder rights advocate and launch a Family Empowerment Initiative
for families of residents of adult care homes and nursing homes and a multidisciplinary Law
Enforcement Initiative for vulnerable seniors.

� promote the need for expanding financial planning and educational services for seniors and
baby boomers with a focus on long-term care planning, in partnership with the NC Institute on
Aging, SHIIP, AARP, and others.

� develop effective strategies that enhance employment opportunities for older workers, in
collaboration with other key stakeholders in the public and private sectors.

� educate seniors and their families about consumer fraud and other deceptive practices that
particularly target this segment of the population.

� develop a multifaceted system of supports for caregivers of persons with Alzheimer’s and
other chronic and disabling conditions through the Family Caregiver Support Program and
Project C.A.R.E.

� support the recommendations of Aging and Developmental Disabilities: A Blueprint for
Change, a report from the NC Task Force on Aging and Developmental Disabilities, to en-
hance cooperation between the aging and developmental disabilities services networks to
meet the needs of the growing population of older adults with developmental disabilities.

��(������������	��/	�	�	��7���������	����
� To ensure that choice and quality of life characterize later life for older adults with developmen-

tal disabilities, the Council proposes to release funds competitively for projects that address
the following areas of emphasis: medical (health care concerns related to aging); functional
(maintaining of independence in activities of daily living); living arrangements and primary
support system; social and leisure (general life-style choices); and legal and financial (retire-
ment income planning, guardianship, advance health care directives).
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In promoting services to older adults with low incomes, the Office will:
� promote outreach activities targeting seniors for community-based food and nutrition services.

� promote the inclusion of the older population in programs and services sponsored by local
community action agencies and homeless assistance providers.
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� maintain seniors as a priority population to receive services through the NC Weatherization
Assistance and Heating Air Repair and Replacement Programs.
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In overseeing nursing homes and adult care homes, the Division will:

� assure access to nursing and adult care homes by maintaining the supply of beds through the
Certificate of Need program.

� assure regulatory compliance in licensed nursing homes and adult care homes through the
programs involving monitoring, complaint investigation, and penalties for noncompliance.

� address the health and safety of residents in long-term care facilities by encouraging state
funding for additional staff positions designed to increase regulatory oversight for long-term
care facilities.

� address the safety of older residents in adult care homes that also house younger residents
with mental illness by conducting a study exploring the merits of regulations and necessary
new legislation.

In promoting quality of care, the Division will:

� provide technical assistance to nursing homes and adult care homes, including information on
best practices and problem-solving consultation.

� collaborate in examining the problem of aide recruitment and retention, identifying innovative
and successful strategies for facilities and home care settings and recommending any policy
and program changes that could strengthen the supply of paraprofessionals.

� encourage paraprofessional aides to enroll in specialized training courses through collabora-
tion with the NC Department of Community Colleges.

� provide education, support, and encouragement for nursing homes and adult care homes
implementing the Eden Alternative and collect data to evaluate the effect of Edenization on
infections, pressure sores, incontinence, mobility, medication use, discharges, staff turnover
and absenteeism, and other variables.
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Leading the effort to realize a coordinated system of long term care in North Carolina, the Office will:

� coordinate interdivisional activities in such areas as housing, human services transportation,
consumer-directed care, and direct care workforce development.

� use the Real Choice grant to (1) review state and federal policies governing home and com-
munity-based services to identify policies that contribute to an institutional care bias,
(2) develop a career ladder to support initial and professional development opportunities for
direct care staff in home and community settings, (3) use public education and awareness
efforts to promote recruitment and retention of direct care workers, (4) collect and analyze
data relevant to workforce issues, and (5) develop a quality improvement system for direct
care workers.

� lead in developing models to support consumer-directed care for seniors and their family
caregivers.
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In seeking ways to expand services, within the context of a difficult budget environment, the
Division will:

� identify ways to reach the maximum number of people within the budgeted appropriation,
based on the findings and recommendations of the NC Institute of Medicine’s study of CAP/DA
services.

� explore possible waiver options that would allow expansion within existing funds.
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� strive to continue providing a comprehensive array of preventive and treatment health services
(e.g., annual health screenings, prescription drugs, physician services, hospital care, dental
care, vision care, personal care services, etc.) to eligible Medicaid enrollees.

In facilitating greater independence for people with disabilities, the Division will:

� design and implement, through the Nursing Facility Transition grant from the federal Centers
for Medicare and Medicaid Services, a program to transition nursing facility residents with
disabilities who wish to live outside an institutional setting.
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In seeking ways to expand services, within the context of a difficult budget environment, the Division will:

� begin to implement the recommendations of “Aging and Developmental Disabilities: A Blue-
print for Change,” a report from a Council on Developmental Disabilities–sponsored task force
to investigate integration of aging services and developmental disabilities services.

� establish a statewide advisory committee to monitor implementation of the report.

� develop a Memorandum of Agreement among agencies working with the aging population and
with people who have developmental disabilities.

In assuring adequate residential treatment, the Division will:

� provide specialty services for people who are currently being served in state hospitals’ certified
nursing units by creating at least two 20-bed Enhanced Behavioral Care units in community-
based nursing facilities.

� support the development and operation of Special Care Units for Mental Health Disabilities, as
specified in 10 NCAC 42D Section .2000, in collaboration with the Divisions of Social Services
and Facility Services.

In supporting local services, the Division will:

� expand outreach effort for older adults at the local level, in support of the goal of the Mental
Health Planning Council.

� establish Geriatric Mental Health Teams at Local Management Entities to provide communities
with specialized services, technical assistance, and consultation related to the needs of the
older adult population.

� expand training opportunities for staff who provide services for seniors with mental health,
developmental disabilities, or substance abuse service needs.
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In promoting the health and quality of life of North Carolina’s older adults by reducing death, disease,
and disability, the Division will:

� provide leadership in the statewide effort for building capacities at the community level.

� serve as a program resource on health promotion for older adults.

� provide information and resources to health and aging service providers.

� provide technical assistance and training, including conferences and workshops on health
promotion and aging.

� enhance the delivery of effective health promotion/disease prevention programs through
partnership building among state and local public and private organizations and collaboration
on healthy aging initiatives.

� increase public knowledge about the importance of healthy aging through a public awareness
campaign.



58 NC Division of Aging

� update the Health Profile of Older North Carolinians publication in collaboration with the State
Center for Health Statistics and Division of Aging.
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In helping seniors cope with the rising costs of prescription drugs and managing their medication
regimen, the Office will:

� administer the North Carolina Senior Care prescription drug program.

� explore ways to expand the NC Senior Care program. For example, a Medicaid waiver applica-
tion was submitted in early 2003 to cover all diseases. Funding from the Health and Wellness
Trust Fund Commission (HWTFC) would be used as the state match required to access
federal funds upon approval of this waiver request.

� promote, support, and provide technical assistance to medication management activities for
seniors, including development and implementation of the prescription assistance centers
funded by the HWTFC.

� facilitate access to free public and private drug programs for seniors through Medication
Access and Review Program software supplied to the 30 health service providers serving
North Carolinians with low incomes and the 24 medication management centers throughout
the state.
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In assisting blind, visually impaired, and deaf-blind seniors to maximize their leadership, empower-
ment, independence, productivity, and integration and full inclusion into the mainstream of society, the
Division will:

� continue to promote the prevention of blindness through education, vision screenings, and
eye-related medical treatment.

� continue to provide an array of comprehensive services including adjustment to blindness
services, low vision services, assistive aids and technology, home modifications, peer support
groups, health support services, family adjustment services, safe travel skills, in-home aide
services, and employment services.

� seek program innovation, expansion, and increased funding to help keep up with the needs of
this growing population.

� expand outreach efforts to better address the needs of the unserved and underserved seg-
ments of this population.

� conduct activities to help improve the public’s understanding of the needs and abilities of blind,
visually impaired, and deaf-blind individuals.

� collaborate with local, community partners to best utilize available resources.

� provide awareness and sensitivity training programs and support for other agencies, organiza-
tions, and businesses that provide services for and work with individuals who are blind, visually
impaired, and deaf-blind.
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In assisting deaf seniors and those with hearing impairments to obtain necessary aids, the division will:

� seek collaborative opportunities with organizations willing to provide hearing aid repairs at no
charge.

� seek funding to continue the hearing aid grant program for seniors and assist seniors having
financial limitations to obtain hearing aids.

� offer education on improved assistive technology to staff and participants of senior centers
and staff and residents of retirement and long-term care facilities.
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� provide outreach and community education events statewide during Deaf Awareness Week
and Better Hearing and Speech Month, including such services as free hearing screenings
and information and referral.

� expand outreach and training for the Telecommunication Equipment Distribution Program
(TEDP), which is administered by the statewide Telecommunications Access of North Caro-
lina (TANC) program.

In promoting the quality of life of deaf seniors and those with hearing impairments, the Division will:

� expand hearing loss support groups and establish a Deaf Seniors group.

� pilot at least one “Confident Living” class, designed to teach participants about vision and
hearing loss, available accommodations, and coping skills.

� develop resources for deaf caregivers.

� provide application assistance at all Regional Resource Centers for seniors to apply for North
Carolina Senior Care services.

� promote mental and physical activities for deaf seniors.
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In striving to protect vulnerable older adults, the Division will:

� develop standards for Adult Protective Services (APS), develop an expanded training program
for APS staff, and create a quality assurance system for the APS program by building upon an
extensive needs assessment conducted in 2002 and the work of a task force and four regional
groups.

� promote a consistent and collaborative community approach to the delivery of guardianship
services by building upon recently developed guidelines and assisting social work staff in
county departments of social services to incorporate these guidelines into their everyday
practice.

� pending authorization by the General Assembly, expand the Special Assistance Demonstration
Project to additional counties so that older and disabled adults in need of adult care home level
of care will have the option of living at home instead of moving to an adult care home.
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In promoting employment for eligible older persons with disabilities, the Division will:

� provide training and work-related services through its Vocational Rehabilitation (VR) Services
program.

� explore and develop outreach efforts to eligible older persons with disabilities to achieve an
employment outcome through the Division’s VR program.

� explore and identify outreach strategies to expand service delivery to meet the evolving needs
of older working individuals with disabilities.

In promoting participation in community, quality of life, and independence of older adults with disabili-
ties and their families, the Division will:

� collaborate with statewide and community partners in developing service plans through the
Independent Living (IL) Services program to assist eligible older adults with disabilities to
obtain and maintain their independence in managing their lives in homes and communities—
including the nursing facilities transition partnership effort with the NCDMA and community
partners.

� provide assistance to eligible older adults with disabilities in securing housing and obtaining
assistive devices to facilitate an accessible and affordable living environment through the IL
program.
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� provide hands-on demonstration of assistive technology, short-term loan to try out devices,
and technical assistance in selecting devices to older adults and their families through the
Assistive Technology Program (ATP).

� provide advocacy services for individuals and their families on their rights to assistive technol-
ogy services— including funding and community resource information and referral to other
programs.

� assist eligible older adults in obtaining supportive care for independence and community living
through various community programs, including consumer-directed care through
IL-reimbursed, consumer-managed personal assistance, as appropriate.

)�����.������
���	��
.��	���5��������������������-�����	���'��
���� .���'%
�-�����������������-����������
In continuing its activities that are integral components of an insurance counseling and assistance
program, SHIIP will:

� conduct outreach activities to underserved populations as well as the general public by offering
a toll-free telephone counseling service.

� inform the public about long-term care funding and payment options, with particular targeting of
employers and baby boomers.

� assist Medicare beneficiaries affected by Medicare+Choice terminations.

� support the objectives of the Medicare Lookout Program by helping Medicare beneficiaries who
have identified possible health claim discrepancies.

� promote computer use and Internet access among seniors as a medium for education and
information.

� make health insurance information easily accessible statewide by partnering with public
libraries and utilizing their facilities as sites for counseling, training, and resource materials.

In expanding the scope of its service, SHIIP will:

� focus on strategies to reach Hispanic, African-American, and disabled populations.

� initiate special efforts to respond to persons who have specific needs or concerns, including
those who have high prescription drug costs or disabilities.

� explore effective ways to educate the disabled population on recent insurance laws that ex-
pand Medicare supplemental insurance plans.

� educate family caregivers on issues involving health insurance.
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In promoting affordable, safe, and decent housing for seniors with low to moderate incomes, the
Agency will:

� develop more affordable units with supportive services for older adults with low to moderate
income.

� assist older adults and their families through consumer protection and housing rights pro-
grams.



2003–2007 State Aging Services Plan 61

������	6��

������
���	��
����
	�

Region (Counties Served)

Director
Address
Phone
Web address

A (Cherokee, Clay, Graham, Haywood, Jack-
son, Macon, Swain)

Mary P. Barker, Ext. 3024
Southwestern Commission
P.O. Box 850
Bryson City, NC 28713
(828) 488-9211
http://www.regiona.org

B (Buncombe, Henderson, Madison,
Transylvania)

Joan Blee Tuttle, Ext. 105
Land-of-Sky Regional Council
25 Heritage Drive
Asheville, NC 28806
(828) 251-6622
http://www.landofsky.org/aaa

C (Cleveland, McDowell, Polk, Rutherford)

Diane Padgett, Ext. 1225
Isothermal Planning & Development

Commission
P.O. Box 841
Rutherfordton, NC 28139
(828) 287-2281
http://www.regionc.org

D (Alleghany, Ashe, Avery, Mitchell, Watauga,
Wilkes, Yancey)

Barbara Barghothi, Ext. 122
High Country Area Agency on Aging
P.O. Box 1820
Boone, NC 28607
(828) 265-5434 http://www.regiond.org

E (Alexander, Burke, Caldwell, Catawba)

Sheila Weeks, Ext. 112
Western Piedmont Council of

Governments
P.O. Box 9026
Hickory, NC 28603
(828) 322-9191
http://www.wpcog.dst.nc.us

F (Anson, Cabarrus, Gaston, Iredell, Lincoln,
Mecklenburg, Rowan, Stanly, Union)

Gayla S. Woody, (704) 348-2727
Centralina Council of Governments
1300 Baxter Street, Suite 450
P.O. Box 35008
Charlotte, NC 28204
(704) 372-2416 (COG)
http://www.centralina.org/

G (Alamance, Caswell, Davidson, Guilford,
Montgomery, Randolph, Rockingham)

Kimberly Dawkins Berry
Piedmont Triad Council of Governments
Koger Center, Wilmington Bldg.,
2216 W. Meadowview Road, Suite 201
Greensboro, NC 27407-3480
(336) 294-4950
http://www.ptcog.org

I (Davie, Forsyth, Stokes, Surry, Yadkin)

Dean Burgess
Northwest Piedmont Council of

Governments
400 West Fourth Street, Suite 400
Winston Salem, NC 27101
(336) 761-2111
http://www.nwpcog.dst.nc.us/

http://www.regiona.org
http://www.landofsky.org/aaa
http://www.regionc.org
http://www.regiond.org
http://www.wpcog.dst.nc.us
http://www.centralina.org/
http://www.ptcog.org
http://www.nwpcog.dst.nc.us/
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J (Chatham, Durham, Johnston, Lee, Moore,
Orange, Wake)

David Moser, (919) 558-9398
Triangle J Council of Governments
P.O. Box 12276
Research Triangle Park, NC 27709
(919) 558-9398
http://www.tjaaa.org

K (Franklin, Granville, Person, Vance, Warren)

Steve Norwood, 436-2052
Kerr-Tar Regional Council of Governments
P.O. Box 709
Henderson, NC 27536
(252) 436-2040

L (Edgecombe, Halifax, Nash, Northampton,
Wilson)

Heather Proctor, Ext. 235
Upper Coastal Plain Council of Governments
P.O. Drawer 2748
Rocky Mount, NC 27802
(252) 446-0411
http://www.ucpcog.org

M (Cumberland, Harnett, Sampson)

Carolyn Tracy, Ext. 26
Mid-Carolina Council of Governments
P.O. Drawer 1510
Fayetteville, NC 28302
(910) 323-4191

N (Bladen, Hoke, Richmond, Robeson,
Scotland)

Brad Allen, Ext. 3038
Lumber River Council of Governments
4721 Fayetteville Road
Lumberton, NC 28358
(910) 618-5533

O (Brunswick, Columbus, New Hanover,
Pender)

Jane Jones, Ext. 209
Cape Fear Council of Governments
1480 Harbour Drive
Wilmington, NC 28401
(910) 395-4553
http://www.capefearcog.org

P (Carteret, Craven, Duplin, Greene, Jones,
Lenoir, Onslow, Pamlico, Wayne)

Tonya Cedars
Eastern Carolina Council of Governments
233 Middle Street, P.O. Box 1717,
New Bern, NC 28563
(252) 638-3185 or 1-800-824-4648
http://www.eccog.org

Q (Beaufort, Bertie, Hertford, Martin, Pitt)

Louisa Cox, (252) 974-1834
Mid-East Commission
1385 John Small Avenue
P. O. Box 1787
Washington, NC 27889
(252) 974-1800
http://www.mecaaa.org

R (Camden, Chowan, Currituck, Dare, Gates,
Hyde, Pasquotank, Perquimans, Tyrrell,
Washington)

Melissa Columbo
Albemarle Commission
P.O. Box 646
Hertford, NC 27944
(252) 426-5753

http://www.tjaaa.org
http://www.ucpcog.org
http://www.capefearcog.org
http://www.eccog.org
http://www.mecaaa.org
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*Special thanks to the UNC Institute on Aging and to AARP for supporting meetings of these two advisory groups.
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Wesley Alston
NC Employment

Security Commis-
sion

Chris Beacham
NC Rural Center

Robert Clark
NC State University

Linda George
George L. Maddox
Angela M. O’Rand
Duke University

Thelma Lennon
Aging Advocate

Bob Jackson
AARP

Victor Marshall
William Lamb
NC Institute on Aging

Lee Riddick
Area Agency on Aging

Albermarle Com-
mission

Flo Westin
NC Department of

Insurance
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Carmen Hooker

Odom
Secretary

Lanier Cansler
Deputy Secretary

Lynda McDaniel
Assistant Secretary

for Long Term Care
and Family
Services

Karen Gottovi
Division of Aging

Don Allen
Division of Informa-

tion Resource
Management

John DeLuca
Division of Services

for the Blind

Linda Harrington
Division of Services

for the Deaf and
Hard of Hearing

Holly Riddle
NC Council on

Developmental
Disabilities

Bob Fitzgerald
Division of Facility

Services

Rich Visingardi
Division of Mental

Health, Develop-
mental Disabilities,
and Substance
Abuse Services

Leah Devlin
Division of Public

Health

Pheon Beal
Division of Social

Services

George McCoy
Division of Vocational

Rehabilitation

Allyn Guffey
Division of Budget

and Analysis

Susan Harmuth
Workforce Develop-

ment Coordinator,
Office of Long Term
Care

Jim Bernstein
Assistant Secretary

for Health

Nina Yeager
Division of Medical

Assistance
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The Division of Aging appreciates the many individuals and agencies who contributed to the development of the
2003–2007 State Aging Services Plan. The Healthy Aging chapter was written with the assistance of an ad hoc
advisory group, as was the Economic Security chapter. The DHHS Long-Term Care Cabinet was instrumental in
preparing the chapter on Long-Term Care and Aging. The Division also presented an overview of the Plan to the
Governor’s Advisory Council on Aging and the Area Agencies on Aging, seeking their input.
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Mary Altpeter
Victor Marshall
UNC Institute on

Aging

Luci Bearon
Jackie McClelland
NC Cooperative

Extension Service

Anne Beaty
Retired Minister

Jan Busby-Whitehead
Program on Aging,

UNC-CH

Suzanne Cameron
AARP

Dorothy R. Crawford
Senior Tar Heel

Legislature

Tracy Davis
Area Agency on

Aging, Mid-Carolina
Council of Govern-
ments

Ziya Gizlice
NC State Center for

Health Statistics
(NCDHHS)

Jalil Isa
Office of Public Affairs

(NCDHHS)

Darlene Jacobs
NC Office of Minority

Health and Health
Disparities
(NCDHHS)

Ann Johnson
Governor’s Advisory

Council on Aging

Priscilla Laula
Mecklenburg County

Health Department

George L. Maddox
Duke University

Helen Martikainen
Aging Advocate

William Milner
Access Dental Care

Jerry N. Owens
Rockingham County

Commissioner

Margot Raynor
NC Senior Games

Lee Riddick
Area Agency on

Aging, Albemarle
Commission

Florence G. Soltys
School of Social

Work, UNC-CH

Robert Sullivan
Duke Center for Living

Gina Upchurch
Senior PharmAssist

Betty Wiser
NC Division of Public

Health (NCDHHS)
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Dennis Streets
Yoko Crume
Corey Remle (intern)
Mary Anne Salmon*
Margaret Morse*

* Center for Aging Research and Educational Services (CARES), Jordan Institute for Families,
 School of Social Work, University of North Carolina at Chapel Hill

Fewer than 250 copies of this document were produced.
This document is available on line at http://www.dhhs.state.nc.us/aging/home.htm.

(������
�����
�����(�
���������

Employment Security
Commission of NC
Tim Shepherd

Medical Review of North
Carolina
Randee Gordon
Ann Schenck

NC Housing Finance
Agency
Andrea Russo
Mary Reca Todd

Senior’s Health Insurance
Information Program
(SHIIP) of NC Department
of Insurance
Carla Obiol
Kaye Tomlinson

State Data Center
Bob Coats
Charles Lanier
Bill Tillman

NC Department of Trans-
portation

Charles Glover
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Aging
Glenda Artis
Julie Bell
Mary Bethel
Harold Berdiansky
Lynne Berry
Debbie Brantley
Heather Burkhardt
Gary Cyrus
Paula Dehart (intern)
Jean DeGolier
Reggie Durham
Audrey Edmisten
Steve Freedman
Mark Hensley
Jodi Hernandez
Beth Norris
Linda Owens
Mark Sabula
Susan Sabre
Judy Smith
Phyllis Stewart
Sharon Wilder
Chris Urso
Amy Zimmerman
Judy Zimmerman

Budget and Analysis
Deborah B. Atkinson

Council of Developmental
Disabilities

John McCallum
Melissa Swartz

Economic Opportunity
Lawrence Wilson

Facility Services
Kelly Vick

Long Term Care
Julia Bick
Donna Holt
Kathy McGehee

Medical Assistance
Renee Boston
Barbara Brooks
Gary Kugler
Lloyd Pattison
Lynne Perrin
Mary Spavy

Bruce Parsons
Deborah Porterfield
Libby Puckett

Research,
Demonstrations, and Rural
Health Development
Michael Keough
John Price
Tork Wade

Services for the Blind
Cyntheia Speight
JoAnn Strader

Social Services
Suzanne P. Merrill
Vicki Kryk
Rosalyn Pettyford
John Tanner

Vocational Rehabilitation
Services
John Dalrymple
Dee Miller
Yeu-Li Yeung
Marjorie Donaldson
Ricki Hiatt
Samuel Tervel-Velez

Mental Health/
Developmental
Disabilities/Substance
Abuse Services
Ann Elmore
Bonnie Morell
Dave Peterson
Amy Smiley

Minority Health and
Heath Disparities
Emmanuel Ngui
Barbara Pullen-Smith
Gabriela Zabala

Policy and Planning
Sandra Trivett

Public Health
Sandy Allen
Dianne Beth
Margie Britnell
Paul Buesher
Amy Bullock
Sara Huston
Larry Jenkins
Sally Malek
Brenda Motsinger

http://www.dhhs.state.nc.us/aging/home.htm

	Contents
	Introduction
	1. Aging North Carolina
	2. Healthy Aging
	3. Long-term Care
	4. Economic Security
	5. Senior-Friendly Communities
	App. A. Views of Advocates
	App. B. State Agencies, Activities/Directions
	App. C. AAAs
	Acknowledgments

